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ABSTRACT 
The Efficacy of Group Bereavement Interventions : 
An Integrative Review of the 
Research Literature 
by 
Jim D. Sharpnack, Doctor of Philosophy 
Utah State University, 2000 
Major Professor: Richard N. Roberts, Ph.D . 
Department: Psychology 
This study involves a meta-analysis of the extant English language literature 
reporting studies of the effectiveness of bereavement therapeutic interventions . 
Twenty-six studies (20 adult studies; 6 child studies) were located and served as the 
database for the current meta-analytic study . Questions asked of the studies in this 
meta-analysis included : 
1. Describe background variables of subjects seeking bereavement group 
interventions . 
2. Describe leader variables of persons leading bereavement group 
interventions . 
3. Describe intervention variables in bereavement group interventions. 
The major finding of the meta-analysis was that children and adult experimental 
subjects benefitted from the grief interventions in comparison to their control 
counterparts . The ratio of female to male subjects was 4: 1. The majority of the 
subjects were Caucasians . The most common reported cause of death was due to 
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disease. The most common relationship loss was the death of a spouse. Protestants 
and Catholics were the most common reported religious groups . 
The leadership of most studies consisted of either one or two leaders. Most 
leaders were females, and only Caucasian leaders were reported. The majority of 
leaders were students, and most leaders reported having a master's degree as their 
terminal degree. Leaders with and without previous bereavement group experience 
occurred at about the same rates. 
A pretest-posttest control group design was the most common study design, but 
only five studies used random assignment. The mean number of treatment weeks 
was 7.8, and the mean number of treatment hours was 14.8. 
Group therapy was used in 21 studies . One examined study utilized self-help 
treatment ; two studies used education as the intervention format. Six studies were 
coded as "other'' types of interventions. The most common evaluation tool was a 
depression measure. Effect size information suggested that bereaved subjects 
participating in group interventions improved in comparison to control subjects. 
This study identified a number of problems with past bereavement research that 
included the following issues: small groups, poor choices of evaluation tools, use of a 
pre/posttest design, lack of random assignment when using control groups, lack of 
follow-up data, eclectic theoretical orientations used in treatment, lack of information 
reported in studies, and heterogeneous groups making it difficult to draw conclusions 
about specific groups. 
(192 pages) 
v 
ACKNOWLEDGMENTS 
Well , here it is. This is my opportunity to say whatever I want. So, if you are not 
really interested in someone rambling, please skip this really long paragraph and 
proceed to the next paragraph where I began to thank everyone who has helped me 
with this projects. Before I proceed any further, I should say it is late in the night, and 
I do not think I can be held responsible for anything else I have to say at this point. If 
my sentences seem really long and the punctuation is terrible, it is because I have 
been reading Hunter S. Thompson's The Great Shark Hunt again. Besides a few 
books like Green Eggs and Ham and Pablo the Penguin (the first book I learned to 
read), which either I read in childhood or my parents read to me on countless 
occasions (thanks Mom and Dad), The Great Shark Hunt is the only one that I can 
recall reading twice . I highly recommend reading to all people but I do not advise 
reading for recreation during graduate school since you are spending more hours 
reading than anything else. Watch a lot of TV to ensure that you can make casual 
conservation with people. If you do not watch TV because you do not own a TV, at 
least read the newspaper so you can have something more to talk about than the last 
class assignment. Otherwise , people will look at you funny and call you funny names 
behind your back, which you undoubtedly deserve. More people can tell you what 
happened on "Frasier'' or the most recent game featuring their favorite sports team 
(Go Sooners, Steelers, Pirates) than talk about reading the various plot twists of War 
and Peace . That is just how it is. 
This project would not have been possible without the support of many people. 
would like to thank my chair, Richard Roberts, for having enough confidence in me to 
proceed with this project. Richard did not seem to have much hesitation in doing this 
vi 
project with me. I know I thanked him a lot for his time and effort, and he would 
simply say "It's my job." But you know, he simply could have blown me off and said 
"It's not my area" or "I'm too busy." Even though both of those statements were true 
for him, he was still willing to do this with me, and that is what a great mentor is 
supposed to do. Even though he is tremendously busy with so many projects, he is a 
great mentor, and I highly recommend working with him. 
Thanks go out to my committee members, Mary Doty, Jay Schvanaveldt, 
Gretchen Gimpel, David Bush, Carla Reyes, Carolyn Barcus, and the latest addition to 
my committee, Kathleen Piercy. I know that is a very long list for a committee, but it 
has undergone several changes since its inception. However, all committee members 
have been helpful in giving me ideas to improve this project. 
My mother, father, and brother have been incredibly supportive of my attempts 
to get through this process. My scholastic career began in Head Start in 1975 and 
now it is coming to an end 25 years later. My parents always read books to me, and 
they read some books over and over and over and over again at my request (see 
above reference). When my brother came along, I got the chance to try to set an 
example for reasons beyond my own needs . Thank you all very much for your help 
and your love. 
I never would have made it without the help of my wife, Donna. First of all, she 
paid for the ticket for me to come to the interview at Utah State. Second, she gave up 
a great job in her home town to move to Utah in a 1980 Chevy Citation with a U-Haul 
trailer in tow. We almost did not make it after we thought the clutch burned out in 
Green River, Wyoming. Finally, she gave me support, encouragement, and love 
throughout this entire process. I know I cannot make up for all of the hours we have 
lost because of school, projects, tests, thesis, and the dissertation, but we have the 
rest of our lives to try. 
vii 
Any project that you work on seems like it will be worthwhile, and that is why I 
chose to do this. However, it could just as easily wind up sitting in the departmental 
bookshelf where all of the other theses and dissertations sit while the authors continue 
to make promises to their dissertation chairs that they will publish something from it. 
Hopefully, this one will not. Hopefully, I can run wild , and as my intentions were in the 
beginning, continue to collect even more studies, publish articles, present at 
conferences, and become an expert in something. Hopefully, my interests in 
bereavement don't end here. Hopefully, the process of living after death will be an 
area that I can focus on for a very long time. Hopefully. 
Jim D. Sharpnack 
viii 
CONTENTS 
Page 
ABSTRACT .. . . . ... . .. .. . . .... .... . . . ...... . .... . .. . . .. . . . . .. .... . . iii 
ACKNOWLEDGMENTS . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . v 
LIST OF TABLES . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . x 
LIST OF FIGURES . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . xii 
CHAPTER 
I. INTRODUCTION . .. . .. .. ... .. ...... ... . ....... . . .. . . . . . ..... 1 
11. REVIEW OF LITERATURE .... . ... . .. . . . ..... . .. .. . . ... ..... .. . 4 
Terms .. .... . . .. ... . . . .. .... . . . .. . . . . .. .. . . .. . . . .... . ..... . 5 
Bereavement Theories . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7 
Risk Factors . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9 
Subject Characteristics . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 18 
Leader Characteristics . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 44 
Study Characteristics . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 45 
Review Evaluations . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 53 
Conclusions . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 57 
Ill. METHODOLOGY . .. . . ... .. . . . . . .... . ...... . . ... .. .. . . . .... . 59 
Data Collection . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 59 
Criteria for Selecting Materials . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 60 
Coding System .. .... .. . ........ .. . ........... . . . . .... .. .. .. 61 
Research Questions . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 61 
Analyses . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 62 
IV. RESULTS . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 65 
Coding Issues . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 65 
lnterrater Agreement ..... . .. .. . . .... . . . . . . . . . .. ..... . . ... ... . 66 
Summary Information . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 67 
Effect Sizes . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 107 
Follow-Up Information . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 116 
Correlational Information . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 118 
V. DISCUSSION .. . ..... .. .... ... . .. .. . ... .. .. .. ... . .... .. . .. 129 
Subjects . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 129 
Limitations, Suggestions, and Summary . . . . . . . . . . . . . . . . . . . . . . . . . 136 
ix 
Page 
REFERENCES 145 
APPENDICES . ..... .. . . .. . . .. . .. ... ... ...... . .... . . ... .... .... . . . 160 
VITA 
Appendix A: Coding Instrument . . ..... . ... .. ... . . . .. ... .. . . . .. 161 
Appendix B: Articles Used in the Meta-Analysis . . . . . . . . . . . . . . . . . . . 169 
Appendix C: Instruments Used in the Meta-Analysis Studies . . . . . . . . . 173 
176 
x 
LIST OF TABLES 
Table Page 
1. Descriptive Statistics for Number of Experimental Subjects, 
Control Subjects, Age, and Weeks Since the Death . . .... . ....... . .... 68 
2. Experimental Group Size, Control Group Size, and Age Information 
of Study Subjects . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 69 
3. Descriptive Statistics for Study Subject Gender . . . . . . . . . . . . . . . . . . . . . . . 71 
4. Number and Percentage of Male and Female Study Subjects .... .. .. .... 71 
5. Descriptive Statistics for Ethnicity of Study Subjects . . . . . . . . . . . . . . . . . . . 73 
6. Number and Percentage of Ethnic Information for Study Subjects . . . . .. . . . 73 
7. Mean Number of Ethnic Members for Adult and Children Studies ........ . 75 
8. Descriptive Statistics for Death Type of Study Subjects . . . . . . . . . . . . . . . . . 76 
9. Number and Percentage of Death Types for Study Subjects .. ... ... . .. .. 76 
10. Mean Number of Death Types for Adult and Child Studies . . . . . . . . . . . . . . 78 
11. Descriptive Statistics for Relationship to the Deceased for Study Subjects . . 79 
12. Number and Percentage of Relationship to the Deceased for Study Subjects . 80 
13. Mean Number of Relationship Losses for Adult and Children Studies . . . . . . 82 
14. Descriptive Statistics for Religious Affiliation of Study Subjects . . . . . . . . . . . 83 
15. Number and Percentage of Subjects Who Reported Their Religious 
Preference . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 84 
16. Mean of Adult and Children Studies Reporting Religious Affiliation 
for Subjects . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 85 
17. Descriptive Statistics for Number of Leaders and Leader Job Description . . 88 
18. Number of Leaders and Vocational Status of Leaders in Each Study . . . . . . 89 
19. Descriptive Statistics for Highest Attained Degree for Leaders . .......... 91 
20. Number and Percentage for Study Leader Educational Status of 
Study Leaders . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 92 
xi 
Table Page 
21. Descriptive Statistics for Leader Gender . . ..... .. .. . .. . .. . ... . ... .. . 93 
22. Number and Percentage of Study Leader Gender . . . . . . . . . . . . . . . . . . . . . 94 
23. Number and Percentage of Ethnic Information for Study Subjects . . . . . . . . . 95 
24. Descriptive Statistics for Previous Experience Leading Groups . . . . . . . . . . . 96 
25. Number and Percentage of Leaders With and Without Previous 
Bereavement Group Experience . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 96 
26. Descriptive Statistics for Treatment Weeks and Hours . . . . . . . . . . . . . . . . . 99 
27. Designs and Interventions for Each of the Studies ....... ... ... ....... 101 
28. Type of Instrument and Number of Studies Using the Instrument Type . . . . 103 
29. Type of Subscale and Number of Studies Using the Subscale Type 105 
30. Descriptive Statistics for Overall Effect Size and Number of Effect 
Sizes ... .. .. . ........ . . . ..... . ...... ..... .. .. ........ . . .. .. 111 
31. Number of Effect Sizes and Mean Effect Size for Each Study . . . . . . . . . . . 113 
32. Effect Size Descriptive Statistics for Different Forms of Treatment . . . . . . . 114 
33. A Comparison of Descriptive Statistics for Instrument and Subscale 
Effect Sizes . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 114 
34. Descriptive Statistics for Various Instruments . . . . . . . . . . . . . . . . . . . . . . . 115 
35. Descriptive Statistics for Various Subscales . . . . . . . . . . . . . . . . . . . . . . . . 115 
36. Follow-Up Effect Size Descriptive Statistics for Different Forms of 
Treatment .. ... ....... . .... .... ..... . ............ .... . . .. . . . 117 
37. Number of Follow-Up Effect Sizes and Mean Follow-Up Effect Size 
for Each Study . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 117 
38. Descriptive Statistics for Study Internal Validity Ratings .. .. ... .. ... . .. 123 
39. Study ID, Number of Subjects Who Dropped Out, Percentage of 
Subjects Who Dropped Out, and Mortality Rating . . . . . . . . . . . . . . . . . . . . 125 
C-1 Instruments Used in the Studies and the Number of Times They 
Were Used Across Studies . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 17 4 
xii 
LIST OF FIGURES 
Figure Page 
1. Percentage of ethnic groups across studies reporting ethnic 
information . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7 4 
2. Percentage of death types across studies reporting death type 
information . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 77 
3. Percentage of relationships across studies reporting relationship 
information . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 81 
4 . Percentage of subjects reporting specific religious affiliations across 
studies reporting religious affiliation information . . . . . . . . . . . . . . . . . . . . . . . 84 
5. Percentage of job descriptions across studies reporting job description 
information . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 90 
6. Percentage of highest educational degree held by study leaders 
across studies reporting degree information . . . . . . . . . . . . . . . . . . . . . . . . . 93 
CHAPTER I 
INTRODUCTION 
All close relationships eventually must come to an end . For those that end in 
death of one of the partners, the other partner must learn over time to deal with this 
traumatic loss and begin to create a new life that no longer includes the deceased 
person. Though this type of loss shares some characteristics with other life changes 
(e.g. , separation and divorce) , the finality of death adds dimensions to this change 
that are particularly traumatic . 
During times of loss, many people depend on family and friends to help them 
progress through the grieving process (Gauthier & Marshall, 1977). For people with 
supportive social networks, initial aid from friends and family members provides a 
great source of strength for the griever. Social visits , phone calls, emotional 
condolence , and help with life adjustments allow family and friends to provide 
assistance . During the early days of loss, people coping with grief often receive a 
great deal of help from those in their environment (Maddison & Raphael, 1975) . 
However , the magnitude of this assistance must end as caretakers return to their own 
families, needs, and obligations (Gauthier & Marshall, 1977) . Some individuals 
without an effective, social support system may be forced to confront the loss by 
themselves immediately . These individuals are then forced to cope with fewer 
resources available to them. With or without effective support systems, grief-stricken 
individuals are forced to confront the loss on their own eventually. 
The predominate , cultural standard often dictates the process, limitations, and 
outcomes of bereavement; societal expectations often regulate the continuation of 
occupational , family, and social expectations in an adjusted manner. People who 
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continue to grieve beyond society's time frame may begin to lose social and emotional 
resources from those who are no longer able to provide comfort. 
Individuals with different social, cultural, and emotional backgrounds face the 
same issue of loss with the same question of "How do I get over this" or "When will it 
stop hurting so much?" With and without extensive social support systems, some 
people continue to struggle with the loss. Many individuals continue to struggle with 
loss issues for the rest of their lives. At times, supportive resources may be helpful in 
providing guidance for the bereaved. Types of supportive services include formats 
such as group psychotherapy , self-help groups, or educational resources to help 
subjects cope with the loss. Professionals with different theoretical backgrounds 
provide interventions for a variety of subjects. 
One way to examine the effectiveness of research interventions involves 
evaluating reviews of group bereavement interventions. For the reviews that do exist, 
the studies examining the effectiveness of bereavement group interventions have 
produced conflicting results. Despite mixed outcomes, many professionals continue 
to assert the effectiveness of bereavement group interventions in the absence of 
information regarding how best to supply and deliver treatment for a grieving 
individual. An understanding of the effectiveness of bereavement group interventions 
is critical in determining the relevance of treatment for those who are grieving. 
This study is a meta-analysis of bereavement research focusing on group 
treatment interventions. The meta-analysis examines studies collecting data using 
group interventions to treat subjects grieving a loss because of death. The main 
purpose of this study is to examine the effects of group support and services to 
people who have experienced loss in order to facilitate the bereavement process and 
adjust to new circumstances. To justify professional expenditures of time and money, 
3 
researchers and practitioners should evaluate bereavement group interventions to 
examine potential benefits. A meta-analysis of bereavement research should be able 
accomplish those goals. 
Current research utilizing data from published bereavement intervention studies 
has been summarized through this meta-analytic process to examine intervening 
variables in bereavement research, and investigate explanations for treatment results 
beyond the author's views . These types of data can be useful in understanding 
patterns within bereavement research in order to guide future research in this area. 
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CHAPTER II 
REVIEW OF THE LITERATURE 
The review of the literature describes a variety of terms and concepts discussed 
in the bereavement literature. The first section defines and differentiates between the 
most often used terms, grief, mourning, and bereavement. It focuses on the 
difference between pathological and normal grief, since this is a construct that is 
frequently emphasized . Like many other research/clinical issues, bereavement 
theory/research has been largely influenced by various theoretical orientations, and a 
description of theoretical orientations describ ing bereavement will be included . 
The second section of the review examines the types of variables associated 
with people who are grieving the loss of a loved one. Bereavement affects several life 
domains, and the discussion of the impact of bereavement on different life areas is 
included to document its pervasive effects. The medical, psychological, and financial 
correlates of bereavement have been a predominant part of the literature, and this 
information has been included to describe the multiple domains it affects as well as 
the types of interventions provided to those who are struggling with a loss. 
The second section of the review breaks variables down into how they have 
been coded for the study's analysis. The three subsections include subject, leader, 
and study variables. The subject section describes pertinent variables such as 
cultural issues, religious preference, relationship to the deceased, type of death that 
occurred . This is followed by the difference between anticipated versus unanticipated 
death . The leader section of this review describes leader characteristics of 
bereavement studies and includes a summary of information on topics such as 
professional rank, gender, and ethnicity . Bereavement researchers utilize a variety of 
factors in their studies. The study section provides information about types of grief 
interventions and evaluation instruments used to measure grief symptoms . 
The final section identifies reviews of the bereavement intervention literature . 
The section describes the content of the reviews and the variation of the intensity 
each of the reviews devoted to describing the evaluation of bereavement 
interventions. 
Terms 
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Grief has been defined as a loss response of someone or something ident ified 
as significant (Sims, 1991 ). Mourning is identified as a process of detaching feelings 
from the lost object and connecting those feelings with another significant object 
(Stein , 197 4 ). Bereavement has been defined as the entire response to death and 
includes the grief and mourning processes. Therefore , bereavement involves not only 
the loss response but also the reattachment of those feelings to a new object. 
Although cultures differ on beliefs about bereavement, the work reviewed in the 
following sections is based mainly on Western cultural perspectives of bereavement 
and is heavily influenced by psychoanalytic models (Stroebe, Stroebe, & Hansson, 
1993) . 
Normal Grief 
Shuchter and Zisook (1993) outlined a three-stage level of "normal" grief. As in 
many stage theories, stages overlap, and progression does not simply mean moving 
from one stage to another. A person can experience different aspects from different 
stages at the same time. The first stage, shock, involves disbelief and denial ; the 
duration of this stage can last from hours to weeks . The second stage, acute 
mourning, is characterized by somatic problems, emotional issues, and social 
withdrawal ; this stage can last for several months. In the final stage, labeled 
restitution by Shuchter and Zisook (1993), individuals can recognize their grief and 
find meaning in the loss. 
Pathological Grief 
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When individuals begin to have significant problems in comparison to other grief-
stricken individuals, the term "pathological grief' is often used to describe them . 
Tatelbaum (1980) reported that unsuccessful grief occurs when the bereaved person 
cannot find fault with the deceased , clings to the feelings of sorrow or guilt, or cannot 
begin their lives without the deceased. Middleton, Raphael, Martinek, and Misso 
( 1993) defined pathological grief as physical and psychological responses that deviate 
from cultural and individual values . The term itself can be confusing because of all of 
the associated names for problematic grief in the literature. Middleton et al. listed the 
different descriptions for problematic grief: absent, abnormal, complicated, distorted, 
morbid , maladaptive , truncated, atypical , intensified and prolonged, unresolved, 
neurotic, and dysfunctional. 
The definition of pathological grief depends largely on the theory being used to 
conceptualize the bereavement case. The psychoanalytic and psychodynamic 
paradigms have had a great amount of influence on the development of grief theories . 
Freud (1917) defined pathological grief, or melancholia, as the inability to reinvest the 
libido into another object and blaming one's self for the loss. From an object 
relationship standpoint, Klein (1940) stated people who do not internalize secure 
objects during infant development may have a predisposition to pathological grief. 
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Lindeman ( 1944) is credited with some of the earliest modern research on 
bereavement in his examination of grief symptoms. However, his sample for the 1944 
article was composed of subjects of "psychoneurotic patients who lost a relative 
during treatment, relatives of patients who died in the hospital, bereaved disaster 
victims (Coconut Grove Fire) and their close relatives, and relatives of members of the 
armed forces " (p. 141). 
Bowlby (1973) described three attachment styles developed in childhood that 
could lead to pathological grief. For the person with an anxious attachment, their 
relationship might be described as dependent because of insecure feelings; this type 
of individual would exhibit chronic grief. The compulsive self-reliant individual does 
not rely on the assistance of others; this person may be likely to have a delayed onset 
of grief . Bowlby (1980/1981) identified a final style, compulsive giver, at risk for 
pathological grief but did not provide a specific description of the vulnerability. 
Gauthier and Marshall (1977) stated the "conspiracy of silence" occurs when 
family and friends resist talking about the deceased individual, which can prolong the 
bereavement process. If a griever reasons that thinking about the deceased is not 
okay, the grieving individual may attempt to avoid thoughts associated with the dead 
individual. The bereavement response can be prolonged in two ways . The griever 
could attempt to block the bereavement experience, or the griever could receive too 
much or too little social reinforcement from others. 
Bereavement Theories 
Despite the influence of psychoanalytic and psychodynamic theories, 
researchers with other orientations have also attempted to conceptualize 
bereavement. The following section provides a description of bereavement and 
various theoretical orientations. 
Psychoanalytical Theory 
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The focus of psychoanalytic theory examines patterns as a result of early 
childhood experiences, and how those experiences result in conflicts between 
conscious and unconscious forces (Rathus & Nevid, 1991 ). According to Freud, the 
libido becomes attached to a loved object (Cleiren, 1993), and when the object is lost, 
Freud, a physician, compared bereavement with an amputation. When the object is 
lost to death, all feelings regarding the lost object must be brought from the 
unconscious to the conscious part of the mind. This process represents a struggle 
that often leads to shock and denial, but in extreme cases the struggle between the id 
and the ego can result in hallucinations of the deceased (Piper , McCallum , & Azim, 
1992). By addressing previously unconscious feelings, a griever detaches the libido 
from the loved object. This action results in decathexis and allows the griever to 
devote emotional energy into other relationships (Horacek, 1995). The detachment 
process allows memories of the deceased to continue to exist until the process is 
complete . Grievers who fail to address unconscious aggressive feelings turn those 
feelings toward themselves, which results in melancholia or a depressed state . 
Psychodynamic Theory 
Although followers of Freud developed psychodynamic theory, some differences 
exist between the two theories . Some psychodynamic therapists put more emphasis 
on the ego as opposed to the emphasis Freud put on the id because of its instinctual 
drives , such as aggressive and sexual impulses. Some psychodynamic therapists , 
such as Bowlby, are labeled as object-relations therapists because their focus 
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involves helping people separate their thoughts and feelings from the incorporation of 
the elements of others to help them become more independent and self-aware 
(Rathus & Nevid , 1991 ). 
Bowlby (1980/1981) focused on the attachment process between a griever and 
the lost object. A person can form many attachments, and different attachments 
create different grieving processes. During the separation of significant attachments, 
the individual's behaviors represent attempts to restore the attachment. After the 
death of a significant other, a griever undergoes a series of "separation anxiety" 
bereavement stages that include protest, searching , depression, and reorganization . 
In opposition to Freud's theory, Bowlby stressed that the relationship between the 
grieving individual and the deceased can evolve . The griever must incorporate the 
support ive aspects of the relationship with the deceased, and use the healthy aspects 
of the relationship to form new relationships . 
Bowlby identified four phases of grieving, disbelief , protest, despair, and 
adaptation . In the disbelief phase, the individual refuses to accept the loss to protect 
the ego from pain; distressed outbursts may interrupt this stage . The disbelief stage 
can last from a few hours to a week. The subject in the protest phase engages in 
emotional reactions and hopes for the return of the deceased . The protest phase can 
last from a few months to years . During the despair phase, the individual feels 
helpless, and the person in adaptation begins to reorganize energy into new 
commitments (Weiss, 1987). 
Risk Factors 
The following section will discuss factors, or correlates, studied in conjunction 
with bereavement. Some correlates have focused on medical variables that range 
10 
from number of visits to the doctor to death in conjunction with bereavement. Mental 
health issues related to bereavement have been a frequent topic of the research 
literature . Finally, the bereaved are left to confront many different life issues for the 
first time after the death of a provider or spouse. 
Medical Correlates with Bereavement 
Grievers often report a substantial number of health problems. Lindeman (1944) 
reported that some of his patients reported somatic symptoms that were signs of the 
deceased 's illness . Various measures (e.g., visits to physicians, medication use, the 
occurrence of diseases, and self-report measures) are used to document the 
functioning level of grievers. Common somatic symptoms for bereaved individuals 
include backaches and fatigue (Maddison & Viola, 1968) . Osterweis, Solomon, and 
Green (1987) reported that bereavement often leads to the increased use of alcohol, 
cigarettes, tranquilizers , and other medicines; the use of those materials may increase 
for individuals who used those substances before the death . 
Parkes (1988) looked for associations between bereavement and medical 
diagnoses , but he did not try to imply causation between physical problems and 
bereavement due to the correlational aspects of this type of research. In an 
examination of bereaved children's literature , he found studies documenting 
diagnoses such as diabetics, thyrotoxicosis, and juvenile rheumatoid arthritis. For 
adults grievers, Parkes reported locating studies examining the association of 
bereavement and several forms of cancer, idiopathic glossodynia, Cushing's 
syndrome, and oral lichen planus. 
Neuroendocrine changes and bereavement. Because of the physical side 
effects, many researchers have begun to examine neuroendocrine changes following 
bereavement. Kirn and Jacobs (1993) stated that neuroendocrine changes may be 
expected after a loss, but the continuation of these changes may result in health 
changes for the griever. The results of endocrine influences on bereavement have 
been mixed. 
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Studies by Wolff, Friedman, Hofer, and Mason (1964) and Wolff, Hofer, and 
Mason ( 1964) represent a series of papers that investigated bereavement and 
psychoendocrine responses for the first time. This series of studies examined 17-
hydroxycorticosteroid levels in the same group of parents prior to and after the death 
of their terminally ill children . Elevated 17-hydroxycorticosteroid (OHCS) levels 
indicate higher adrenocortical activity that can be associated with higher stress levels. 
More specifically, the researcher recorded OHCS excretion levels in parents before 
and after the death of a child with leukemia. The investigators found increased OHCS 
levels for parents with low excretion rates in the pre-loss phase, and they found 
decreased OHCS levels for parents with high excretion rates in the pre-loss phase. 
A study by Jacobs ( 1987b) investigated the relationship between hormonal 
systems active in bereavement stress responses. The sample consisted of 67 
individuals who were either widows or the spouse of an individual diagnosed with a 
life-threatening illness. There did not appear to be a statistically significant 
relationship between bereavement responses and adrenocortical activity such as 
catecholamines, growth hormone, and prolaction. The levels of cortisol were in the 
normal range for both groups. However, it is important to remember that both groups 
were under duress, which could be a contributing factor to the similar results for both 
groups. Finally, Kim and Jacobs (1993) concluded their review by stating that 
neuroendocrine changes were associated with bereavement, but firm conclusions 
could not be drawn from those findings. 
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Immune system and bereavement. The investigation in the literature of the 
relationship between immune activity and the loss of a loved one dates back farther 
than the research regarding effectiveness of bereavement interventions. The physical 
health of 67% of widows declines in the first year following the death of a spouse 
(Irwin & Weiner, 1987). In a sample of patients in a psychiatric facility, Parkes (1988) 
found that a major precipitating factor to hospitalization was the loss of a spouse. 
Schmale (1958) reported that bereavement provides the setting for the invasion 
of major medical disease, and he found that 31 of 42 patients developed an illness 
within one week of a significant loss. These statistics reflect the severity of 
adequately assessing the problems of grieving individuals and the need for 
appropriate treatment. The relationships among bereavement, immune activity, and 
physical health have largely remained unexplored. 
Bartrop, Luckhurst, Lazarus, Kiloh, and Penny (1977) investigated the 
lymphocyte levels of widows and a control population with similar age characteristics . 
Responses were collected for both groups at two times, 1 month and 6 to 8 weeks 
after the death of a spouse. Results obtained 1 month after the death of the spouse 
revealed no statistically significant differences between the groups. However, in the 
second period, bereaved widows possessed significantly lower lymphocyte responses 
than the control group. B lymphocytes produce immunoglobulins, and T lymphocytes 
destroy antigens, regulate immune system components, and secrete cytokines. The 
Bartrop study reflected the first attempt to make observations regarding the change in 
immune system activity after bereavement. 
Lymphocyte activity was collected in 15 men before and after the death of a 
terminally ill spouse (Schleifer, Keller, Camerino, Thornton, & Stein, 1983). 
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Investigators observed that the lymphocyte level of men did not drop in anticipation of 
the death, but lymphocyte levels did drop 1 month after the death of the spouse . 
In one study, Irwin and Weiner (1987) studied natural killer cell activity, T cell 
populations, and total lymphocytes in 10 recently bereaved women and 8 control 
subjects. The women in the study were known to be free of medical problems and 
drug intake. The purpose of the study was to examine immune system activity in 
conjunction with the observation of depressive symptoms. Results of the study 
revealed two differences between control and experimental subjects. The bereaved 
subjects exhibited statistically lower levels of natural killer cell activity and more 
depressive symptoms than the control subjects. A correlational study was conducted 
to assess the impact of natural killer cell activity, T cell subpopulation, and total 
lymphocyte count with the severity of depressive symptoms as rated by a psychiatrist 
on the Hamilton Rating Scale for Depression (HORS; Endicott, Cohen, Nee, Fleiss, & 
Stayros, 1981 ). The results of the study suggest that women who have husbands 
with terminal illnesses have lower natural killer cell activity than women with similar 
age and sociodemographic characteristics that were not going through the turbulent 
experience of losing a spouse . Adrenocortical activity may not play a role in the 
reduction of natural killer cell activity during anticipatory and actual bereavement. 
In a study (Irwin & Weiner, 1987) with similar variables, researchers investigated 
the relationship between natural killer cell activity and depressive symptoms before 
and after the death of a spouse. Data were collected at two points before death and 
two points after the death of spouses of six women . Prior to the bereavement period, 
all subjects recorded moderately severe depressive symptoms according to total 
scores of the HORS. Subjects were divided into two groups from pre- to post-
bereavment based on severity of depressive symptoms to test the impact of 
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depressive symptom severity on immune system activity. Women with low HORS 
total scores showed statistically significant increases in natural killer cell activity from 
pre-bereavement to post-bereavement. Women judged to have high HORS total 
scores did not show statistically significant changes in depressive symptoms or 
natural killer cell activity from pre-bereavement to post-bereavement. Although 
women who lose a spouse to death have lower natural killer cell activity compared to 
control women, adjusting from anticipatory grief to bereavement did not lead to 
changes in natural killer cell activity for the group. The findings from this study 
indicate that individual immune responses to bereavement vary greatly. 
The effects of the bereavement process on the immune system have yielded 
interesting clinical results. Studies have shown that measures taken on subjects in 
the bereavement response have demonstrated lowered immune system responses. 
More specifically, several studies have shown a relationship between bereavement 
and impaired lymphocyte responses and natural killer cell activity. These results 
indicate that people may be particularly vulnerable to illnesses during the 
bereavement process . However, despite these findings, the processes that link 
bereavement and immune system activity remain relatively unexplored. 
Mortality and bereavement. Researchers have also examined the association 
between widow/widower bereavement and death. In a study of widowers 55 years of 
age and older, Young, Benjamin, and Wallis (1963) found that 213 of 4,486 
(approximately 5% of the sample) died within the first 6 months after the death of a 
spouse, and this is a 40% increase above the rate for married men of the same age. 
For many years, a common perception involved the link between losing a spouse and 
the eventual death of the surviving spouse. However, the limited research results of 
bereavement and mortality have not found a causal link between spouse loss and 
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subsequent death, and the studies that have examined these variables have suffered 
from methodological flaws such as small sample sizes. To clarify the issue of 
mortality and bereavement, the field needs more research. 
Osterweis et al. ( 1987) reported the following information regarding 
bereavement and mortality. Following bereavement, increases in suicide, accidents, 
cardiovascular disease, and some infectious diseases have been associated with 
higher mortality rates in men. Widowers seem to have a higher mortality risk than 
widows . For bereaved women, the rate of cirrhosis of the liver and suicide risk 
increases mortality risk. The bereavement process may exacerbate already-existing 
illnesses. 
Stroebe and Stroebe (1993a) conducted a review of the bereavement and 
mortality risk literature. They reported that most studies reported higher mortality 
rates for bereaved subjects in comparison to nonbereaved subjects. According to 
their review, widowers show higher mortality risks than widows. They continued the 
review by saying that younger bereaved subjects show just as high or higher mortality 
risk than older subjects. The researchers stated that the largest risk for death occurs 
during the first few months of bereavement. Stroebe and Stroebe (1993a) reported 
that mortality risk does increase for bereaved individuals, and the time shortly after 
the death of a significant other represents a critical point. 
Psychological Correlates with Bereavement 
Some studies have reported that bereavement is often associated with 
symptoms such as depression, insomnia, anorexia nervosa, and increased alcohol 
and drug consumption. Depression, anxiety, adjustment, guilt, and locus of control 
variables have been used to collect data on bereaved persons. Many researchers 
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attempting to measure bereavement have used mental health instruments focusing on 
depression or anxiety symptoms . 
Depression . Many researchers and clinicians agree that the symptoms of 
depression and bereavement are very similar. Middleton et al. (1993) identified 
common factors (depressed mood, poor appetite, weight loss, and insomnia) between 
the two categories. Features associated only with depression include negative views 
of the self and the world, low self-esteem , hopelessness, suicidal ideation, 
psychomotor retardation, worthlessness, loss of interests in friends, excessive guilt, 
and a significantly depressive mood. 
At one month post bereavement, 42% of a bereaved sample fulfilled the criteria 
for a major depressive episode, and 16% of the same sample met major depressive 
episode criteria one year after the loss (Clayton, Halikas, & Maurice, 1972). Stroebe 
and Stroebe (1987) identified 42% of their bereaved sample as being depressed 6 
months after the death of their spouse. In a similar study, 32% of bereaved spouses 
were identified as being depressed 6 months after the loss, and 27% of the sample 
were depressed 1 year after the loss. 
Anxiety disorders. In comparison to the research literature examining the 
comorbidity of bereavement and depression, the literature concerning anxiety 
disorders and bereavement comorbidity is not as extensive. In an examination of 
bereaved spouses, Jacobs et al. (1990) found 44% of the sample met criteria for an 
anxiety disorder. 
For many years, some bereavement experts viewed bereavement to be a type 
of trauma. More recently, emphasis has been put on trauma-related bereavement in 
which symptoms of both events occur together. A common view held that post 
traumatic stress disorder (PTSD)-related bereavement could occur in accidental 
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deaths, disasters, suicide, and homicide. PTSO-complicated bereavement includes 
symptoms such as traumatic images of the death, anxiety symptoms, hyperarousal, 
nightmares, and other reexperiencing stimuli that are not common in bereavement 
reactions (Middleton et al., 1993). Pynoos and Nader (1990) examined the 
relationship between trauma and bereavement symptoms among children after a 
sniper attack at their school. They found that level of the threat correlated with PTSD 
symptoms. In addition, closeness of the relationship with a deceased child correlated 
with grief intensity . 
Financial Correlates with Bereavement 
When a person dies, the survivors may have to face new responsibilities or 
forgotten responsibilities such as balancing a checkbook, cooking meals, rejoining the 
workforce, making house repairs, or keeping up with housework duties. Sanders 
(1993) reported a positive relationship between adjustment and adequate finances. 
In a study of how loss affects families, Silverman and Worden (1993) reported 
that 90 subjects (72%) lost their fathers and 35 subjects (28%) lost their mothers. 
Twenty-three subjects (33%) identified their income as being inadequate or barely 
adequate and 46 subjects (67%) reported their income to be adequate. The 
employment status of women was more likely to change prior to or just after the death 
than the employment status of men survivors. Women were more likely to receive life 
insurance and social security benefits than men. In a 10-year, longitudinal design 
examining bereavement consequences, Mccrae and Costa (1993) found that 12.2% 
of their widowed sample reported incomes of less than $3,000/year at the 7- to 12-
year follow-up evaluation. 
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Subject Characteristics 
The following section describes pertinent subject variables in terms of their 
description in the research literature. The author attempted to identify various ethnic 
groups and how they mourn a loss. The type of loss has been broken down into 
relationship to the deceased, death type, and anticipation of the loss. 
Suicide has been one type of loss that has received a tremendous amount of 
attention in the research literature . However, other types of loss such as homicide 
have not been explored thoroughly, and many losses are simply categorized as 
general bereavement. A death that has been anticipated versus the unexpected 
death of a significant other may warrant an investigation due to the confusion in the 
research literature. Typically, the ethnic composition of many groups consists mainly 
of Caucasian females. Therefore, the research is overrepresented by this group, and 
the generalization of results to males or other groups of females is not recommended 
because sufficient data have not been collected on those groups. 
Most of the research examining effects of age on bereavement outcomes have 
examined the effects of adults due to the loss of a spouse. Older subjects are 
assumed to have more health-related problems due to the positive relationship 
between age and illness. Continuing with that assumption, one might assume that a 
stressful life event such as the loss of a spouse could increase the vulnerability of the 
person to his/her already existing health problems. In their review of the research, 
Stroebe and Stroebe (1987) reported several studies (Ball, 1977; Carey, 1977; 
Clayton, 1979; Maddison & Walker, 1967; Morgan, 1976; Sheldon et al., 1981) that 
documented younger bereaved subjects reporting more physical and mental health 
concerns after the loss of a spouse . 
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A few theories have attempted to account for the negative relationship between 
age and mental/physical health issues in bereavement research. The expectation 
theory assumes that as we get older the probability of loss increases and/or our 
expectation of loss increases (Stroebe & Stroebe, 1987). Another tenet of this theory 
requires a positive relationship between age and bereavement outcome . Older adults 
have higher expectations of loss (Silverman, 1972) . The sudden loss of a loved one 
for younger subjects could increase their probability for mental and physical health 
risks (Stroebe & Stroebe , 1987) . 
The social support system of older adults also can play a part in explaining the 
relationship between bereavement outcome and health risks. The basis for this 
theory involves a few principles . One assumption indicates that older adults have 
social support networks consisting of adults in the same age range. Older adult 
networks are assumed to have more experience with loss, and even as individuals in 
the network die, the remaining network helps the individual cope (Stroebe & Stroebe, 
1987). The social network of younger subjects is expected to be composed of more 
couples than older networks, and the older network is expected to be less disrupted 
than the younger network of couples (Stroebe & Stroebe, 1987). 
The previously mentioned outcomes concerning age and outcome were studied 
typically within a year after bereavement. Some research suggests that although 
younger subjects are more prone to physical- and mental-health related issues 
immediately following the death of a spouse, older subjects may be at more risk for 
more persistent problems. In an examination of young and older adult subjects who 
had lost a spouse, Sanders (1980) found older subjects with a tendency to display a 
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great deal of anxiety, loneliness, and feelings of helplessness in comparison to the 
younger subjects 2 years after the loss. Lund, Caserta, and Diamond (1993) found 
that supportive relationships, good initial adjustments to the loss, positive self-esteem , 
and competency in dealing with daily life tasks represented factors that were helpful in 
helping older bereaved spouses cope with their loss. 
Multicultural Groups 
The following grief descriptions of different ethnic groups represent only some of 
the possible ways to express grief . Group membership does not predetermine how 
an individual responds to grief. Stereotypes of the grieving process for a given group 
include believing that all individuals grieve in the same manner or assessing a 
person's grief pattern by group membership alone. Grief literature suggests more 
differences exist within groups than between different groups. This intragroup 
variation is partly due to the influence of individual factors that ultimately influence 
grief experiences (Kalish & Reynolds, 1981 ). 
Another note of caution should be extended to the reader . Many groups 
examined in the paper belong to a more encompassing group. For example, Lakota 
and Navajo people are part of a larger group of Native Americans. Generalizations 
should not be made to other Native American groups based on the information from 
experiences with other Native American groups. This precaution should also be 
extended to other ethnic/cultural such as Hispanics, Asian Americans, African 
Americans, and so forth . 
Lakota American Indians . Many Lakota beliefs about death are extensions of 
their understanding of spirituality in everyday events. Things that seem natural to 
outsiders may actually represent disastrous circumstances. The presence of certain 
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animals, such as the owl, or the sounds of those animals, are considered harbingers 
of death. Spiritual signs include the sighting of the person's ghost by a family member 
at the time a person dies. A visit by deceased relatives in a dream is a sign that a 
person will die. The presence of a blue light near the home or room of the deceased 
person is also another potential signal for death. 
The public expression of grief is encouraged in women through wailing and in 
men through singing. Expression of intense grief can include cutting one's hair, 
scratching one's forearms and face, tearing clothes, and wearing black (Brokenleg & 
Middleton , 1993). A major component in the death process is that mourning and 
burial take place at the person's home and homeland. Being surrounded by family 
members is important for the dying individual, and if the person dies alone, the family 
may suffer from guilt feelings . Personal possessions of the deceased are either 
burned or distributed to funeral attenders . Giving things away helps to emphasize 
important family and community values, and this helps the family in the grieving 
process to lead a new life. Certain taboos exist that are in effect in the presence of 
mourners. For example, during the period between the point of death and the burial, 
alcohol is forbidden and showing up intoxicated is shameful. Autopsies and 
cremations are considered desecrations of the body because it was the earthly vessel 
of the deceased. Family members mourn for an entire year in which they avoid 
controversy, jealousy, and anger to help the true character of the deceased come 
forth (Brokenleg & Middleton, 1993). 
Navajo American Indians. In the traditional Navajo culture, the death of a close 
relative is reported to be a potentially dangerous time due to natural and supernatural 
forces (Nagel, 1988). Miller and Schoenfeld (1973) stated that mourning lasts for a 
period of 4 days. During this period, the deceased is discussed and feelings about 
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the deceased are freely expressed. Although emotions can be expressed during the 
mourning period, an excessive show of emotion may not be appropriate by community 
standards. After the period is over, grieving subjects are expected to return to their 
typical activities. The time-limited grieving pattern was constructed because further 
emotional expression is believed to grant power to the dead person {Miller & 
Schoenfeld, 1973). 
It is common for bereaved individuals to have dreams and hallucinations about 
the deceased person . These experiences are often labeled as "ghost attacks" or 
"ghost illness," and these events could potentially lead to illness and even death 
among the N::ivajo people. However, the ghost illness experience is not unique to 
Navajo culture but also found among many Native American groups including the 
Mohave and Salish groups plus the Hmong refugees from Laos. Among the Hopi 
people, Matchett (1972) described the visit by deceased relatives as a welcome 
experience, and bereaved individuals invite those spirits. The Navajo term for ghost 
illness is a Ch'iidi dream, that is a slang term for "crazy" (Putsch, 1988). Treatment 
includes the Beauty Way, Hand-Trembling Way, and Blessing Way ceremonies to 
guard against unhealthy grief outcomes (Nagel, 1988). 
Puerto Ricans. Although many grief issues are important within the Puerto 
Rican culture, developing closure with the dying individual is an important priority 
within the Puerto Rican community. Complicated grief can occur if the individual 
believes that the person's spirit was unable to enter the hereafter (Eisenbruch, 1984 ). 
A study by Grabowski and Frantz (1992) found that unexpected death produces 
significantly higher grief intensity within a Latino group, the majority of which were 
Puerto Ricans, in comparison to grief responses of other groups who faced 
anticipated death or unexpected death. 
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Abad and Boyce (1979) reported a common syndrome, el ataque, which 
consists of a series of seizure-like behaviors, aggressive behaviors, and finally results 
in a dazed state. The expression of sadness within men is not a socially sanctioned 
behavior because of "machismo" factors. Anxiety and guilt may result if bereaved 
individuals are unable to provide an expensive, elaborate funeral for the .deceased. 
African Americans. The expression of grief among members of the African 
American community varies widely across numerous settings (rural/urban, region, 
religion, and so forth) and individual variables (financial status, education, marital 
status, and so forth). Kalish and Reynolds (1981) examined factors associated with 
bereavement among African Americans, Hispanics, Anglos, and Japanese 
Americans . The following statements were findings from that study. African 
Americans did not significantly differ from other groups in the amount of "contact" with 
the deceased. Out of several responses to death (concern about physical 
deterioration of the body, care-taking of dependents, afterlife beliefs, lack of being, 
survivor grief, pain associated with the dying process, and discarding of goals), pain 
associated with the dying process was the highest death concern for African 
Americans. A grief stereotype of African Americans is that they have a large social 
network of friends and relatives that they can depend on to support them. Kalish and 
Reynolds (1981) found that Anglos and African Americans were equally likely to rely 
on friends, community and church members, and nonrelatives. African Americans 
often reported that death suddenly ended the relationship with the deceased, which is 
a common traditional value of grief. 
Another grief stereotype is that African Americans are extremely expressive of 
their grief. Kalish and Reynolds (1981) found that African Americans were no different 
from the other groups concerning their public expression of grief. 
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Stereotypes of African American funerals are characterized as having long, 
emotional sermons and wailing/sobbing responses among the mourners (Perry, 
1993). Despite these beliefs, grieving customs among African Americans have 
become more similar to Caucasians. For example, the phrase "to weep too much for 
the dead is an affront to the living" accurately describes both Caucasians and African 
American cultures. African Americans who rely on religious communities have 
several available resources to support the bereaved . In addition to the pastor, funeral 
director, and other assistants who assist with the distress, Perry (1993) stated that 
church members often bring and help prepare meals, say supportive statements 
about the deceased, and attend mourners as they view the body. 
Religious Preference 
Many people who attempt to cope with the loss of a loved one often rely on 
spiritual and organized religion . The following section is a brief attempt to describe 
how various religious members express their grief through religious/cultural customs 
and how religious community members come to support those in mourning. For many 
years , many believed that religious beliefs help people cope with their loss. Glick, 
Weiss, and Parkes (197 4) found that 59% of a Boston sample identified that religion 
had been a source of relief during their bereavement. Subjects in a study by Heyman 
and Gianturco (1973) identified emotional strength and comfort as strengths 
associated with religious affiliation. 
Sanders (1980) examined the relationship between bereavement outcome and 
church attendance. Statistically significant differences were found on only one of the 
social desirability scales between the two groups on the MMPI and the Grief 
Experience Inventory. Other studies have not found a strong relationship between 
bereavement outcome and religious affiliation (Amir & Sharon, 1982; Parkes, 1971; 
Purizman & Maoz, 1977) . 
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Orthodox Jews. Within the Orthodox Jewish community, the period between 
death and burial is known as Aninut, when grief may reach its strongest point (Levine, 
1997). Mourners, or Onen, are strictly defined as family members (Goldberg , 1981 ). 
During the mourning period, Onen cannot go to celebrations, shave, cut their hair, or 
attend duties associated with their jobs. Other community members called comforters 
attempt to provide support for bereaved individuals. Children under the age of 13 are 
not required to participate in the mourning process. Cremation or embalming of the 
body is forbidden because of the belief that the body should remain intact so the body 
and soul can be resurrected together. During the funeral, the Onen tear their 
garments if it has not been accomplished at this point. The tearing of the garments 
represents an expression of anger and sadness (Levine, 1997) . Traditionally, the 
tearing of clothes represents the following issues: symbolization of the individual being 
ripped away from loved ones ; the physical manifestation of feelings; the climax of 
intense grief feelings; representation of life after the loss ; parents tear their clothes on 
the left side to symbolize a broken heart (Goldberg, 1981 ). Currently, instead of 
tearing clothing, an individual can cut a black ribbon, Keriah, which represents 
tolerance of hardship. 
During the 7-day mourning period known as Shiva, comforters enter the home of 
the deceased, House of Shiva. Several rituals are practiced during this period. 
Mirrors are covered so the living are not concerned with their own image. The Onen 
attempt to deny themselves of comfort in all areas by the avoidance of physical 
pleasures by sitting in uncomfortable chairs, the suspension of certain activities (work, 
play, and spiritual), and the exclusion of bathing for pleasure. The Onen participate in 
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the avoidance of activities to exhibit their grief in self-sacrificing ways (Cytron, 1993). 
The focus is on mourning, sharing the loss with others, and receiving support from the 
community. The ultimate goal of Shiva is to make the grief experience as intense as 
possible with the sharing of stories and experiences with the comforters (Cytron, 
1993). 
The next phase of mourning is a 30-day period known as Sheloshim, and the 
start of this period begins the process of returning to preloss activity. The Onen 
continue to deny themselves pleasurable activity or modify their habits to reflect the 
loss. Except the parents who continue to mourn for 11 more months, the rituals 
associated with mourning are over except for the final stage, Unveiling. During this 
final period, a final service is held for close relatives and friends in which a monument 
is dedicated . Yahrzeit is the anniversary of the death , and family members gather to 
honor the deceased by gathering at the synagogue, lighting a special candle, 
attending the grave at the cemetery, or even donating things to those less fortunate in 
the name of the deceased (Cytron, 1993) . During the year, opportunities to honor the 
deceased exist on festival services and during communal remembrance. 
Christianity . Protestants and Catholics place heavy emphasis on funeral rites 
and arrangements, but guidelines on how and when to mourn are not very common. 
However, traditional customs used in the funeral process as an aid in the emotional 
healing of grief have declined (Parkes, Laungani, & Young, 1997a). 
Western approaches to dealing with loss seem to rely on community support, 
mental health experts, and/or letting the individual cope on their own. Talking seems 
to represent a common method of expressing one's grief among some Western 
cultures, but this method is primarily based on individual and cultural factors. 
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Muslim. Similar to other religions, people of Islamic faith react depending on the 
practices of their community and the family's adherence to customs. People who live 
in Muslim countries often confront death on a more frequent basis than people in the 
West due to shorter life expectancies. Death, the ultimate goal, is a life process. For 
Muslims, death represents the transition to another world. The concept of death is 
discussed openly and frequently, and "sometimes a Muslim is taught more about life 
after death than about life itself!" (Gilanshah, 1993). "Hazrat Umar reports that the 
Prophet Muhammad was asked which is the wisest man and the Prophet replied that 
he is the man who remembers death more frequently and devotes himself and works 
in preparing for life after death" (Dehlvi, 1974, p. 53). 
Two responses, extreme and constrained, have developed as a way to express 
loss. Beating one's head against a wall, door post, with the palm of the hand, or 
against the floor during prayer is common particularly among Shi'ite Muslims during 
times of great sorrow (Harrop-Griffiths, Hirsch, Kendall, & Symon, 1990). Crying, a 
sign of coping, relieves the body of sorrow and allows the quest for peace to be 
resumed (Gilanshah, 1993) . 
The constrained response reflects a futuristic death approach. Individuals 
utilizing this approach attempt to accept the loss and continue with their living tasks. 
Traditionally, the extreme approach has been practiced by women, and men have 
utilized the constrained response (Jonker, 1997). 
The power of healing rests within the individual so the magnitude of grief varies 
considerably. It is common to see bereaved individuals faint during the burial. The 
community supports the bereaved by socializing, which allows the expression of grief 
and adaptation problems. The socialization process helps to reassure the bereaved 
individuals. Widows may wear black clothes for an entire year but other bereaved 
people will often stop wearing black clothes after 40 days. 
Relationship Variables 
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The bereavement process is influenced by many factors, and a critical variable 
in determining this process is the relationship with the deceased . Much of the 
bereavement literature has focused on the loss of a spouse, parents, and children. 
Some of this section is also devoted to the loss of a partner and friends as a result of 
AIDS . The loss of a friend/peer and siblings can be devastating to a person, but 
relatively little research has focused on peer/friend and siblings . 
Spouse . Much of the research conducted on bereavement has focused on the 
loss of spouses. Most studies find that widow(er)s suffer with a variety of 
psychological issues , and most of the research focuses on recent bereavement within 
a time frame of 2 years after the loss of the spouse (McRae & Costa, 1993) . Two 
months following the loss of a spouse , bereaved spouses reported higher levels of 
distress and depressed mood than a nonbereaved control group (Gallagher-
Thompson , Futterman, Farberow, Thompson , & Peterson, 1993) . 
Researchers have attempted to differentiate between the responses of widowers 
and widows . Stroebe and Stroebe (1987) concluded that if differences do exist, 
widowers are more at risk when compared with same sex controlled, married, 
nonbereaved subjects than the widows with their same sex controlled, married, 
nonbereaved counterparts . A possible theory for this finding is that widowers may be 
less likely to seek social support resources to fill the void created by the loss of a 
spouse . People who engage with their social support network may be more likely to 
express their grief feelings and work through the grief process (Stroebe & Stroebe, 
1987) . Before the death, women are typically more likely to have confidants outside 
the marital relationship whereas men are more likely to use their wives as their 
confidants . 
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Research has demonstrated that the association between health and social 
class for bereaved and nonbereaved subjects to be approximately the same (Stroebe 
& Stroebe , 1993a). When age has been examined as a factor, results have yielded 
that younger widowed subjects report more health deterioration problems than older 
grieving subjects. In their review of the literature, Stroebe and Stroebe (1993a) 
indicated that widowers showed more risk for health impairment than widows. The 
mortality risk increases for the bereaved spouse, and widowers are more at risk than 
widows (Stroebe & Stroebe, 1993a) . Lawton (1983) suggested that therapists 
working with recently bereaved spouses should target to decrease immediate 
psychological problems, and clients who have been bereaved for longer periods could 
benefit from specific improvement of quality of life factors. 
Some spouses may be placed in a high-risk group because of personality or 
situational factors . Stroebe and Stroebe (1993b) found that depressive symptoms of 
one third of their study sample did not improve over a 2-year period because of a 
combination of individual factors. Gallagher-Thompson et al. (1993) also found that 
subjects who initially appear very psychologically distressed will have a more difficult 
time adjusting to the loss of their spouse. 
Partners. Without question, the gay community as well as the heterosexual 
population have struggled with the epidemic of AIDS since the early 1980s . However, 
the National HIV Prevalence Surveys 1997 Summary (Center for Disease Control, 
1999) reported that men who have sex with men represent the highest at-risk group 
for developing HIV/AIDS. Martin and Dean (1993) indicated that although the world-
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wide community has struggled to cope with deaths from AIDS, very little is known 
about the bereavement reactions and even less is known about the largely affected 
population of homosexual and bisexual men in the United States. One problem 
encountered by researchers is defining significant other . Within the gay community, 
one's primary support group can include former lovers or other group members who 
provided emotional and social support . Therefore , the definition of significant other 
within the gay community includes lovers , exlovers, and other primary support group 
members (Martin & Dean, 1993). 
Parent. The age at which a child can mourn has been debated for the past 
several decades ranging from as early as 6 months old according to Bowlby (1969) to 
as late as adolescence (Nagera, 1970; Wolfenstein, 1966). However, findings from 
the research literature have yielded inconsistent results. Past research findings 
indicate that the loss of a parent results in shyness, anxiety, withdrawal, depression, 
suicide, antisocial personality disorder, schizophrenia, and unspecified 
psychoneurosis, and yet, more recent studies have failed to replicate those findings. 
The discrepancies in the research literature suffer from methodological flaws such as 
generalizing from case studies, using secondary data sources, not accounting for 
attrition rates, retrospective use of data, and the frequent use of clinical populations 
(Anschuetz, 1990). 
Silverman and Worden (1993) conducted a study and compared the reactions of 
125 bereaved children and 73 nonbereaved control children. Parents assessing their 
children's behavior using the Child Behavior Checklist identified 22% of the children 
as displaying some symptoms of dysfunctional behavior a few months after the death 
of a parent. Children with higher scores had poor peer support, a high external locus 
of control, and poor self-esteem. Most of the children from the study did not display 
31 
prolonged periods of crying, aggression, or withdrawal. Silverman and Worden (1993) 
did report that the children had more somatic symptoms than the nonbereaved control 
group. Other factors such as surviving parental responses, perception of the loss, 
availability and use of personal and social resources, and other life circumstances 
may play an important role in the development of problems in the wake of parental 
death (Silverman & Worden, 1993). 
Children may engage in various behaviors that adults may have difficulty 
understanding. Children often try to attach themselves to the deceased parent 
through an object such as going to the favorite restaurant of the deceased, keeping 
an article of clothing, or continuously watching a videotape featuring the parent 
(Hatter, 1996). The loss of a parent can cause specific difficulties for children and 
adolescents . The rules and values learned from parents are used by children to 
develop their own values, and the loss of this information could affect the 
development of their conscience (Furman, 1984 ). Costa and Holliday (1994) 
identified low self-esteem as a possible consequence of parental death for children. 
The idealization of the deceased parent could affect the child's ability to form new 
relationships because of fears of future loss. 
Children may exhibit regressive behaviors as part of their grief reactions. 
Regressive behaviors among preschool children could include thumb-sucking, temper 
tantrums, excessive clinging, bowel or bladder problems, or eating/sleeping problems, 
or all of the above (Mauk & Sharpnack, 1997). Children under the age of 2 may 
temporarily display the loss of speech. Regressive behaviors for adolescents could 
include loss of interest in peer activities, staying at home to remain closer to family 
members, attempting to gain attention from parents, and engaging in defiant 
behaviors (Mauk & Sharpnack, 1997). School-age children could display grief 
symptoms such as phobic responses, hypochondriacal symptoms, withdrawal, 
aggressive acts, eating or sleeping problems, idealization of the deceased, and 
learning problems in the home or school environment (Mauk & Sharpnack). 
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School-age children who lose a parent report a variety of grief reactions . In the 
literature, much discussion regarding parental death and its impact on future 
development has been argued, but little resolution has occurred. Some researchers 
argue the death of a parent results in future physical or mental health problems, or 
even both . Other researchers have been unsuccessful in replicating the findings 
across studies as the children grow into adults. In a review of the literature, Berlinsky 
and Biller (1982) hypothesized that the inconsistency in research may be attributed to 
the simplification of behaviors as "normal" versus "abnormal" in studies and the 
ignorance of other complex variables that have an impact on development in the 
literature. Berlinsky and Biller (1982) also noted children grieving the death of a 
parent have shown a tendency to be more submissive, dependent, and less 
aggressive than children who did not have to mourn the loss of a parent. 
Rubin (1993) emphasized the relevance of a parent-child attachment bond in the 
development of the child, and the loss of that attachment can have serious biological, 
psychological, and social consequences . The bereavement process can affect the 
development of a child's attitudes, behaviors, cognitions, interpersonal relationships, 
and personality. 
Child. In the area of child loss, researchers have focused mainly on the loss of 
individuals under the age of 18. Although the loss of adult children has great 
importance, the research reviewed in this section will focus on the loss of young 
children. The loss of a child for a parent of any age represents an incredibly difficult 
experience. Rubin (1993) identified that younger parents seem to adjust more 
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effectively from the loss of a child, and older parents appear to be less resilient to the 
loss. 
Sanders (1980) compared the grief reactions for adults who lost spouses, 
parents who lost children, and adult children who lost older parents. Parents who had 
lost children reported more somatic complaints, depressive symptoms, and despair 
than the other two groups . 
In Rubin's (1993) cross-sectional study , mothers of infants who had died of 
SIDS reported heightened anxiety and lowered functioning in areas such as the ability 
to invest in life goals, self-confidence, inhibition, and somatic complaints. Additional 
findings included guilt following the loss and the mothers' awareness of societal 
expectations to progress quickly through the bereavement process. In a study of 
bereaved parents of adult children who died in a war, parents bereaved 4 years earlier 
were functioning more poorly on affective, somatic, and cognitive scales than 
nonbereaved parents. The responses of parents bereaved 13 years fell between 
parents bereaved 4 years earlier and the nonbereaved parent responses . 
De Vries, Lana, and Flack (1994) reviewed how each of the following factors 
effects parental bereavement literature: timing of death, type and significance of the 
relationship, relationship role loss, death characteristics, and social support systems. 
Parents expect to outlive their children, and when a child dies, survival guilt is a 
common reaction in parents. Younger parents struggle with having only a few years 
with their child, and older parents lose more long-standing relationships. When a child 
dies, mothers and fathers may show different reactions. Fathers may tend to care-
taking needs that include funeral arrangements and attempting to manage and control 
the bereavement of family members . Mothers tend to have more severe and longer 
lasting reactions to the loss. For mothers, the child's age has not been shown to 
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affect the grieving pattern . However, for fathers, the bereavement process has been 
more intense with the increasing age of the child. Parents losing same-sex children, 
such as mother-daughter or father-son, show higher levels of distress. The loss of an 
adult child can result in a loss of a care giver , the future and the past, and life 
continuity. 
The loss of an adult child could serve as a dominant preoccupation by older 
adults . Fish ( 1986) reported that mothers appear to grieve more deeply than fathers 
because of the greater levels of guilt and anger reported by mothers even 2 years 
after the loss. Shanfield and Swain (1984) found more psychiatric symptoms among 
mothers in ccmparison to fathers who were grieving the death of their children 
because of a car accident. Fish (1986) speculated that this gender difference may be 
attributable to the infant/mother attachment and more isolation reported by mothers . 
Rando (1983) noted that grief symptoms actually grew worse in the third year after the 
loss. Sanders ( 1993) reported divorce rates for couples reporting the death of a child 
are 50-90% higher than couples who did not have children that died. Sanders (1993) 
identified that divorce, somatic problems, and decreasing social resources represent 
obstacles for grieving parents. 
Sibling . When a sibling dies, family members are affected in different ways. 
The death of an older sibling may not only mean the loss of a support source but also 
the loss of a role model, security, and attachment. The death of a younger sibling 
symbolizes the loss of fantasy relationships conceptualized in childhood. When a 
child dies, parents struggle with the bereavement process and must continue to find 
time to interact with surviving children. The needs of surviving children may go 
unnoticed as parents agonize with their own bereavement issues . 
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Death Types of Loss 
In both professional and common perceptions of bereavement, different types of 
loss have been accepted as being more difficult to overcome due to overwhelming 
reactions and severe adjustment problems. However, bereavement reactions varying 
on the type of loss have shown confusing results in the research literature. 
Separation, divorce, disaster, and death represent the different forms of loss. These 
different forms of loss have some common bereavement reactions, but they also have 
differences in how people exhibit them . In a group therapy intervention for outpatients 
adjusting to loss as a result of death , separation (divorce), or both loss types, 
McCallum, Piper, and Morin (1993) found that the affective expression of the patients 
who had experienced separation was significantly lower and more inhibited than the 
other two groups as rated by group members and therapists . 
Hopmeyer and Werk (1994) suggested that special circumstances of death such 
as sudden versus expected nature of the death, violent versus nonviolent deaths, 
relationship with the deceased, and social factors interact to form a complex grieving 
process. Hiegel and Hipple (1990), Van derWal (1989), and Henley (1984) did 
reviews of suicide survivor variables but did not examine the effectiveness of 
treatments for survivors. Professionals refer to family members and significant others 
who have known someone who has completed suicide or been murdered as survivors 
in the research literature and therapeutic settings . 
Anticipated loss versus unanticipated accidents. The research has attempted to 
uncover differences between a bereaved person who experiences a sudden loss 
through an accident, suicide, heart attack, or homicide versus the grief-stricken 
individual who is mourning the death of a loved one who suffered through a long 
terminal illness. Parkes (1975a, 1975b) defined unexpected-loss syndrome for 
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sudden death grievers who suffer from social withdrawal, confusion, and protest. 
Among other factors, a short-lasting terminal illness and the loss of the opportunity to 
discuss the impending death with the spouse were found be poor outcomes. 
Rynearson (1987) identified three "Vs" (violence, violation, and volition) 
associated with unnatural dying. Violence often causes serious injuries to the 
deceased . Violation occurs when dying is caused by someone else as in the case of 
homicide and accidents. Volition indicates that the will of the person caused their own 
death as in the case of suicide or someone else caused their death as in accidents or 
homicide . The unnatural death is not only characterized by bereavement but also 
makes demands for the survivor to adjust to the violence, violation, or volition of the 
event (Rynearson, 1987). 
Lundin (1984) found that sudden death grievers reported significantly more 
somatic and psychological disorders than grievers anticipating death. In addition, 
grievers in poor health before the anticipated death did not report increases in health 
problems after the death. Sudden death survivors exhibited more anger and physical 
symptoms than grievers mourning a family member who died as a result of a terminal 
illness (Sanders, 1989). 
However, some studies (Bornstein, Clayton, Halikas, Maurice, & Robins, 1973; 
Breckenridge, Gallagher, Thompson, & Peterson, 1986; Maddison & Walker, 1967; 
Parkes, 1972) reported that anticipation of the death did not correlate with negative 
health effects. The Bornstein et al. and Breckenridge et al. studies utilized older 
subjects. Stroebe and Stroebe (1993a) argued that the age of older couples may be 
a confound because the death of a spousA may come at a time when death is not 
"completely unexpected." However, when examining the impact of death anticipation 
on grief reaction among younger couples, Stroebe and Stroebe (1993b) did not find 
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statistically significant differences between spouses anticipating death and those 
spouses with an unexpected death. Among unanticipated death subjects, they found 
that those who perceived minimal internal control of events had high depression 
scores and somatic complaints 4 months, 7 months, and 2 years after the loss. Glick 
et al. ( 197 4) examined the long-term outcomes for sudden death grievers and found 
that the coping resources and full functioning for this group was reduced even 4 years 
after the death. 
Most of the causes of death could be considered as sudden versus the 
forewarning of death for those diagnosed with a terminal illness. Very few studies 
have examined the relationship between preparation for death and outcome, but 
some studies have examined the relationship between cause of death and outcome. 
Parkes (1975a) found the following variables to be correlated with a bad outcome: 
cause of death not being cancer, short duration of a terminal illness, and not 
discussing the death with the partner. Furthermore, Parkes (1975a) found that 65% 
of the widows who had "long preparation" had better outcomes two to four years after 
the death, and 6% of the widows who had "short preparation" were classified as good 
outcomes within that same time frame. Sanders (1989) found more anger and 
physical problems were reported by survivors of sudden death situations than family 
members whose family member died due to a terminal illness. Given the typical 
research findings, expected deaths from diseases lead to lower grief intensities and 
health risks than unexpected deaths such as accidents or suicides . 
Lehman, Wortman, and Williams (1987) found that subjects who had lost a child 
or spouse in a car accident continued to report a significant level of distress in 
comparison to control subjects 4 to 7 years after the accident. Shanfield and Swain 
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(1984) found that parents whose adult children died in traffic accidents reported more 
psychiatric symptoms than parents of adult children who died of cancer . 
AIDS . Although AIDS is a disease, it has common and uncommon factors with 
deaths as a result of other diseases. Stroebe et al. (1993) highlighted various factors 
that differentiated AIDS from other losses . Those factors included multiple losses in a 
short period , chronic losses , coping with one's own HIV positive/AIDS status , 
stigmat izing for the victim and caretaker(s) , and the youth of those afflicted with HIV 
positive/AIDS status. AIDS is more likely to occur among young and middle-aged 
adults . Among gay individuals , the nature of AIDS sometimes forces the individual to 
reveal their identity to family, friends, and strangers who are helping them cope with 
their disease . This revelation can impact their social network if they are rejected by 
the people they depend on for support. 
Martin and Dean (1993) collected data for 7 years using a sample of gay men in 
New York City. They identified two particular aspects of AIDS, the long anticipation of 
death and the unpredictable nature of AIDS, that differentiates it from other diseases. 
The time period between infection and the development of symptoms can be quite 
variable, lasting for 10 or more years. However, once AIDS develops , the period until 
death lasts from 2 to 5 years (Martin & Dean, 1993) . The variable course of AIDS 
runs from days where the individual feels fine to points of disability and eventually 
death. In addition, the people who provide care-taking needs are also people who are 
at risk due to their own possible HIV/AIDS status. 
Kessler et al. (1988) reported that 35% of their sample consisting of gay men 
knew someone who had died of AIDS . Multiple bereavement and chronic 
bereavement represent unique characteristics for this disease (Sikkema, Kalichman, 
Kelly, & Koob, 1995) . Martin and Dean (1993) found 30% of their sample to have 
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experienced two or more deaths in the span of a year . In addition, when Martin and 
Dean expanded their time frame to include two or more consecutive years of 
bereavement, 27% of their sample reported to having chronic bereavement. Gupta, 
Anderson, and May (1989) indicated that multiple bereavement cases among the gay 
community could be due to multiple HIV/AIDS cases occurring within the same social 
system. According to Martin (1988), as number of AIDS-related deaths continued to 
increase, demoralization, sleep problems, affect changes, intrusive thoughts, illicit and 
prescription drug use increased as well. In a comparison of the bereaved and 
non bereaved controls, Martin and Dean ( 1993) found that bereaved subjects reported 
more depressive symptoms and anxiety symptoms specifically about their future with 
AIDS than the controls. The bereaved subjects were also more likely to seek 
professional assistance such as a physician or spiritual advisor. 
As time has progressed, and the gay community continues to suffer losses as a 
result of AIDS, new patterns have emerged from the research. Neugebauer et al. 
(1992) found that a common belief that has become accepted is the death of young 
people who are at the height of their lives. Although bereavement continues to be a 
major concern, the distress of bereavement intensity has decreased (Martin & Dean, 
1993; Neugebauer et al., 1992; Sikkema et al., 1995). Sikkema et al. (1995) indicated 
that the relationship between multiple losses and generalized distress has also 
decreased. Also, Martin and Dean stated that the main focus has changed from 
AIDS-related losses to individual health. 
Suicide. Many professionals continue to assert that death by suicide results in a 
more difficult bereavement process than other types of death (Constantino & Bricker, 
1996). However, research on the differentiation between suicidal survivor 
bereavement and other grievers has produced conflicting findings in the literature 
(Henley, 1984 ). Van der Wal (1989) reviewed four studies examining different 
bereavement patterns for suicide survivors than other types of loss, and statistically 
significant differences did not exist between suicide survivors and other grievers in 
any of the four studies . 
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The Hiegel and Hipple (1990) review provides descriptions of important 
bereavement factors. The review focuses on stages of suicide survivor bereavement, 
survivor reactions, children's reactions to parental suicide, parental reactions to child, 
adolescent, and spouse suicide, geriatric suicide, and postvention services . Future 
problems for children whose parents completed suicide include the following beliefs. 
Children may blame themselves for the death . The parent could have been saved in 
some manner or overidentification with the dead parent can occur. Common 
responses of adults who lose a child or adolescent to suicide include guilt, 
depression, failure, anger, denial, blaming the other spouse, and loss of community 
support . The responses for the unanticipated suicide of a spouse include shock, 
anger, denial, guilt, blame, helplessness, shame, anxiety, low self-esteem, "save the 
world" pattern, physical problems, suicidal ideation, stigmatization by society, and 
searching for reasons . Traumatic responses, understanding, isolation, and relief 
represent spouse reactions to the anticipated suicide of a spouse. Young spouse 
survivors face filling the role of two parents and may marry disabled partners in an 
effort to "save the world." Older spouse response reactions could include becoming 
more isolated, angry, decreasing social interactions, and limiting the effectiveness of 
the other spouse who fulfilled common duties. 
The Van der Wal (1989) review contains information on 15 studies conducted to 
collect self-report data on suicide survivors. Van der Wal (1989) discussed studies 
examining bereavement tasks, detachment from the deceased, maintaining 
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supportive relationships during bereavement, and maintaining a satisfactory self-
image, from suicide survivor data. More specifically, the review addresses motivation 
of the victim , the cognitive and affective factors of accepting the loss, guilt, somatic 
and depressive symptoms, meaning of the loss, denial, social reactions within the 
family and the public, stigmatization, anticipation of the suicide, observing the event or 
discovering the body, and the effects of a suicidal note . The review identified several 
problems with bereavement research . Those problems include many noncomparat ive 
studies, small number of subjects, retrospective study designs, high attrition rates, 
select ion problems , poor data collection methods , heterogenous groups , and the lack 
of control for variables such as the elapsed amount of time since the death . The final 
component of the review compared suicidal bereavement with other types of death . 
Van der Wal (1989) concluded that bereavement after suic ide is qualitatively different 
but not quantitatively different from other causes of death. 
The Henley (1984) review relies upon a variety of anecdotal research 
information, but in terms of making conclusions, the bulk of discussion includes 11 
studies collecting self-report data on suicide survivors. Henley (1984) reviewed 
studies examining the impact on spouses when a spouse commits suicide, the effects 
of parental suicide on children, and the consequences of suicide within a family. For 
survivors, Henley ( 1984) discussed the stigma of suicide, dealing with authority 
figures such as law enforcement, newspaper, and church officials , lack of social 
support , guilt, pathology, distorted communication patterns, and identification 
reactions. Although Henley (1984) hinted that suicide survivors may face more difficult 
grieving patterns than other types of loss due to their increased vulnerability, she 
refused to draw firm conclusions because of the lack of studies with data to support 
that conclusion . 
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Sheskin and Wallace (1976) found that suicidal survivors reported feeling more 
guilty and search more for explanations of the death than nonsuicide survivors. 
Wrobliski and Mcintosh (1987) indicated that suicide survivors reported feeling 
separated within and outside of their families, ruminated about the death scene, and 
had difficulty putting together the pieces of the events that led to the suicide. 
Gallagher-Thompson et al. (1993) found that initially suicide survivors and natural 
death survivors did not differ in mental health symptoms. However, after 2.5 years, 
suicide survivors reported more depressive and anxiety symptoms than natural death 
subjects. 
Homicide. In a study of 10 widows of slain police officers, Danto ( 1975) found 
the following problems: bereavement problems (50%), disciplinary problems with 
children (40%), gastrointestinal problems (40%), sleep disturbances (100%), use of 
tranquilizers (60%), increase in smoking (60%), and suicidal ideation (80%). Other 
common feelings associated with survivor victims could include hopelessness, 
depersonalization, disorientation, guilt, fear, anger, sadness, self-pity, concentration 
difficulties, and anhedonia {Allen, 1991 ). 
The bereavement process for homicide survivors is complex because of a series 
of factors that may complicate the bereavement process. Problems with the police, 
attorneys, judges, and the law can prolong emotional healing because victims are 
busy dealing with these issues, which prevent the facilitation of bereavement. In 
many cases, justice for victims when and if the murderer is found is an exhausting, 
slow, arduous process. Sentencing of the murderer may provide temporary relief for 
survivors, but survivors do not gain instant closure at the end of the judicial hearing. If 
survivors do not adequately address bereavement symptoms, anger and other 
bereavement reactions may continue to occur. Age, sex, personality, cultural 
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variables, anticipation of the death, and relationship of the murderer to the deceased 
represent variables that help to determine the bereavement process for survivors 
(Allen, 1991 ). 
Subject Summary 
In bereavement intervention studies, adults represent the majority of subjects . 
Younger adults report more immediate physical and mental health concerns (Stroebe 
& Stroebe, 1997), but older adults are more vulnerable to more persistent problems 
(Sanders , 1980). The influence of a person's cultural group or religious affiliation can 
influence grief expression, but group membership is one of many factors that 
influence grief reactions (Parkes , Laungani, & Young, 1997b ). 
Spouses have been the main target of bereavement intervention research. 
Stroebe and Stroebe (1987) found that widowers were more at risk for health 
problems and mortality than widows. More recent research has contradicted earlier 
findings that found children who mourned the death of a parent developed more 
mental health problems. For parents whose child has died, younger parents had 
more difficulties coping with the loss than older parents (Rubin, 1993). One study 
(Shanfield & Swain, 1984) found that mothers reported more psychiatric symptoms 
than fathers. 
With regard to type of death and its impact on grief, fewer health risks and lower 
grief intensities were associated with expected deaths. Research has not been able 
to support the contention that death by suicide results in more intense grief reactions 
than other death types . 
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Leader Characteristics 
The leader of a group plays an important role in the formation of the group, the 
selection of group members , and the format of the group intervention. Despite the 
influence of the leader on the group, very little information is often recorded about the 
group leader . The following section will describe the leader characteristics such as 
voca tional status/experience and gender/ethnicity . 
Professional Rank/Experience 
Individuals interact to form the group, and the group is heavily influenced by the 
leader . Leader rank can be divided into highest degree obtained and experience . 
Leaders of bereavement groups may have a high school diploma, bachelor 's, 
master 's, or a Ph.D. The leader may be a professional therapist, therapist in training , 
clergyman , nurse, doctor, or a host of other professions. Experience leading a 
bereavement group may be just as or more important than training . 
Gender/Ethnicity 
The importance of matching subject and therapist variables has been an idea 
that has been advanced by several theorists . Subject-therapist similarity plays a 
primary role in making lasting changes (Simmons, Berkowitz, & Moyer, 1970). Some 
researchers emphasize traditional gender power dynamics that characterize men as 
authorities and women as subordinate . This type of power structure sets up a 
dependency due to the imbalance of power, and thus, clients become inhibited in the 
direction of their own therapy (Cammaert & Larsen, 1988; Greenspan, 1983). 
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Study Characteristics 
The following sections contain information describing different types of group 
bereavement interventions and instruments that can be used to measure grief 
outcome. Bereavement interventions to be discussed include psychotherapy, self-
help, and educational formats. Although several types of assessment instruments 
have been used to measure grief symptoms, the Texas Revised Grief Inventory 
(TRIG; Faschingbauer, 1981 ), Impact of Events Scale (IES; Horowitz, Wilner, & 
Alvarez, 1979), and the Grief Experience Inventory (GEi; Sanders, Mauger, & Strong, 
1985) have been developed to measure grief symptoms . The research supporting the 
development and standardization of these instruments is then reviewed. 
Bereavement Interventions 
Interventions with bereaved individuals consist of a variety of programs that 
include counseling (individual and group therapy), education, and social support. 
Very few studies exist that examine the effects of psychopharmacology for grievers. 
Sedatives and antidepressants represent possible medications that could be 
prescribed for bereaved subjects. Physicians may be hesitant to prescribe 
medications to grievers due to the inhibition of the bereavement process that the 
person will continue to struggle with after the effects of the medications have subsided 
(Osterweis et al., 1987). Due to the few studies that exist and the possibility of 
bereavement inhibition due to medications, this review will not contain information 
regarding the psychopharmacological treatment of bereaved individuals. 
The timing of interventions represents a critical aspect of providing support 
during the bereavement process. The inclusion of a recently bereaved person in a 
group may not be effective for two reasons. First, an existing social support system 
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may be an effective tool to utilize for those individuals who have this system in place. 
The social support network consisting of family and friends initially provides support 
for the griever after the loss of a significant other, and this support is typically initially 
strong only to taper off as time progresses. Interventions right after a loss may 
interfere with social network support due to its time-limited nature. Second, grievers 
could often be in stages of denial or shock and resist attempts by individuals other 
than family members or friends to provide support. This is not to say that immediate 
interventions will always be ineffective, and some at-risk individuals with minimal 
support may greatly benefit from bereavement programs . 
Psychctherapy. Determining the need for grief counseling is not an easy issue 
to answer . Potentially, any client who is troubled by loss can get counseling . 
However , a set of positive identification cues do not exist that would enable a clinician 
to identify a definitive need for therapy. Earlier, a section was devoted to "pathological 
grief' symptoms. However, those indicators do not represent a necessary condition 
for someone to get counseling . Raphael, Middleton, Martimek, and Misso (1993) 
indicated that counseling can provide support for distress and a preventive component 
to avert possible mental health pathology. Bereavement counselors sometimes 
struggle with setting specific goals (Raphael et al., 1993), particularly when those 
goals tend to vary on so many individual factors such as the relationship to the 
deceased, current support, previous loss experience, and so forth . 
The implementation of counseling focuses on establishing a relationship with the 
bereaved person, exploring the loss, reviewing the lost relationship, exploring 
background issues, providing support, and achieving goals (Raphael et al., 1993). 
The counseling group experience allows individuals to increase their insight into 
relationships within and outside of the group . As individuals share information about 
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experiences, feelings , and attempts to cope, the group begins to become a source of 
strength for members (Humphrey & Zimpfer, 1996). 
Although better adjustment was reported by subjects who confronted their grief, 
Stroebe and Stroebe (1993b) found that subjects who did not confront their grief in 
therapy did not differ on depressive or somatic symptoms for subjects who did grief 
work. This finding gives credence to the idea that grief work in therapy is not a 
necessary tool that every bereaved person must use. 
Self-help groups . A common perception among bereavement researchers 
includes the acknowledgment that all bereaved people do not require individual 
therapy or group psychotherapy support (Osterweis et al., 1987). Self-help groups 
that may be perceived as less threatening than traditional psychotherapy may serve 
as an alternative to individuals who do not want to enter traditional therapy. The 
ultimate goal of both traditional psychotherapy and self-help groups is to facilitate the 
bereavement process. Some individuals may only need a support group and the 
support of family and friends . Talking to individuals who have recently undergone 
similar experiences can provide a tremendous amount of reassurance that one can 
cope with the pain of loss despite the continuous struggle of bereavement. 
Lieberman and Borman (1979) identified that the unity of self-help group 
members consisted of the common condition or experience that each of the group 
members faced. Self-help groups often stress the importance of self-reliance and 
helping other group members (Klass & Shinner, 1982). 
Kurtz (1997) stated that one way to distinguish psychotherapy groups from self-
help groups is the inclusion/exclusion of a professional. Mental health professionals 
lead psychotherapy groups, and self-help groups often exclude professionals from 
their groups. Klass and Shinner (1982) stated that self-help members lead and 
control the group . If professionals are included in self-help groups, the role of the 
professional in self-help groups differs from the traditional role as the leader or head 
facilitator of the group (Klass & Shinner , 1982). Professionals in self-help groups 
often have secondary roles as consultants or guess speakers (Kurtz, 1997). 
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Education. Information about the bereavement process is necessary for friends, 
family members, and peers to prepare themselves not only for the death of someone 
close but also to ready themselves for the bereavement process. Families and social 
support networks are largely responsible for supporting grievers, and bereavement 
education alerts supportive resources to how they can improve support for the 
bereaved . Children may benefit greatly from education resources due to their 
struggle with the concept of bereavement and its associated variables. Professionals 
who work with children should be aware of bereavement variables so that children can 
receive the proper support that they need (Osterweis et al., 1987). 
Outcome Measures 
Although bereavement self-report measures exist (i.e., Texas Revised Grief 
Inventory [TRIG] , Faschingbauer, 1981; Impact of Event Scale [IES], Horowitz et al., 
1979; Grief Experience Inventory [GEi], Sanders et al., 1985), many researchers 
continue to use other criteria for the measurement of bereavement, and these 
correlates are often used as dependent variables in the assessment of bereavement. 
This section is intended to provide background and psychometric properties of 
existing measures specifically assessing grief symptoms. 
Texas Inventory of Grief. The Texas Inventory of Grief {TIG) is a 7-item self-
report instrument designed to measure unresolved grief . The items from the brief 
assessment attempt to address chronic sadness, cognitive rumination of the 
deceased, acceptance of the loss, identification with the deceased, and the 
anniversary of the death . Subjects responded to the questions using a Likert-scale 
format in which respondents could answer "completely true, mostly true, partly true 
and partly false, mostly false, and completely false." 
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The TIG was originally standardized on 66 psychiatric outpatients with a mean 
age of 37.3 years and a mean education of 11.5 years. All of the patients had 
experienced the loss of one or more first degree relatives. Further standardization 
was conducted on 211 subjects contacted by mail. Limited demographic information 
showed the following information: 65% Caucasians, 62% women, mean age was 36.5 
(Jacobs, 1987a). 
In the standardization of the instrument, 13 items were initially used. 
Faschingbauer, DeVaul, and Zisook (1977) conducted internal consistency analyses 
for each item and the total score, and they decided to only use the items that were 
statistically significantly correlated with the total score for the instrument. When 
conducting a split-half reliability coefficient between items, Faschingbauer et al. (1977) 
reported a correlation coefficient equal to .81. The test authors also attempted to 
conduct a construct validity analysis by comparing the scores of13 subjects reporting 
deaths that had occurred less than 2 years earlier with 47 subjects reporting deaths 
that had occurred more than two years at the point of assessment. Results revealed 
that the subjects reporting more recent death recounted statistically significantly 
higher mean scores than subjects reporting less recent death. 
Texas Revised Inventory of Grief. The Texas Revised Inventory of Grief (TRIG; 
Faschingbauer et al., 1977) represents an updated version of the TIG. The TRIG is a 
26-item self-report inventory used to assess grief symptoms and reactions. Items on 
the TRIG attempt to evaluate grief as a "present emotion of longing, as an adjustment 
to a past life event with several stages, as a medical/psychological outcome, and a 
personal experience" (Faschingbauer et al., 1977, p. 21 ). The TRIG contains 
questions that assess clinical, demographic, and psychographic information. The 
inventory also contains an open-ended section that allows a subject to describe 
additional feelings or obstacles regarding grief issues. 
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The clinical component of the TRIG addressed past behavior and present 
feelings. Regarding past behavior, the subject is asked to think about experiences to 
answer the eight questions in this section. For the present feelings section, the 
subject is asked to answer grief questions for thoughts, feelings, memories, opinions, 
and attitudes . The two sections are then combined to provide an evaluation of 
personal development through the grief process. 
The demographic questions address issues such as the subject's name, age, 
sex, race, education, and religion. The psychographic information assesses 
questions about the deceased person regarding age, duration since they died, their 
relationship to the bereaved, the closeness of the relationship, and the suddenness 
and anticipation regarding the death. The related facts section is a true/false 
component that inquires about funeral attendance, assessment of grief, evaluation of 
functioning, anniversary, and identification of illness symptoms. 
Impact of Event Scale. The Impact of Event Scale (IES; Horowitz et al., 1979) is 
a 15-item self-report inventory that attempts to measure the impact of traumatic 
stressors. More specifically, this assessment tool evaluates intrusive thoughts and 
feelings on the intrusion subscale and the attempts to avoid those intrusions on the 
avoidance subscale. Jacobs (1987a) reported that IES weaknesses include no 
evaluation of affective components and does not assess bereavement specifically . 
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The IES is used to evaluate the subjective rating of any stressful life event and is not 
limited to bereavement. 
When taking the test, the subject is asked to identify the occurrence of items in 
the past 7 days (Horowitz et al., 1979). If the subject identified the occurrence of the 
item, the subject rated the frequency of the item with the choices of rarely, sometimes, 
and often. 
The standardization of the test included 66 adults in outpatient psychotherapy 
with a mean age of 34 and diverse economic and ethnic backgrounds (Horowitz et al., 
1979). About half the subjects reported bereavement and injuries resulting from 
accidents , violence, illness, or surgery . Originally, the instrument included 20 items, 
but after cluster analyses were conducted for the subscales, the number was reduced 
to 15 items. Items that were included had statistically significant item to subscale 
correlations beyond the .01 level of statistical significance. Zilberg, Weiss, and 
Horowitz (1982) conducted a factor analysis to evaluate item selection in the 
subscales, and the results validated the current structure of the IES. 
Split-half and internal consistency reliability analyses were conducted on the 
data . The split-half reliability of the entire scale was .86, internal consistency for the 
intrusion subscale was . 78, and the internal consistency for the avoidance subscale 
was .82. A correlation between the subscales was .42. Test-retest reliability was 
conducted with another sample, and the interval of the delay was 1 week . The 
subjects were physical therapy students who had begun the dissection of a cadaver 
for a course . The test-retest reliability for the total stress score was .87, .89 for the 
intrusion subscale, and . 79 for the avoidance subscale. 
Horowitz et al. (1979) administered the IES to 110 medical students, and 
compared their scores with the outpatient scores in an attempt to investigate the 
discriminant validity of the scale . Outpatient intrusion, avoidance, and total IES 
scores were statistically significantly lower than the scores of the medical students . 
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Grief Experience Inventory . The Grief Experience Inventory (GEi; Sanders et 
al. , 1985) is a 135 true-false, self-report inventory that specifically measures grief 
along several bereavement dimensions . The norms used in the GEi manual are 
based on the scores of 693 subjects. A second form, GEi Form B, was developed to 
evaluate grief symptoms resulting in nondeath situations . Form B was developed by 
deleting three death-dominated subscales, guilt, rumination, and depersonalization , 
from the original GEi. The manual for the Grief Experience Inventory (Sanders et al., 
1985) indicated that Form B was standardized on the scores of 127 respondents 
experiencing separation and divorce, living with a child with a developmental disability , 
and placing parents in an institutional setting. 
Study Summary 
All bereaved individuals do not require interventions, and are capable of 
confronting their loss with their own resources. Existing social support systems and 
individual readiness represent key issues to help determine if a person is appropriate 
for a bereavement group. For those subjects who want to join a group, several 
options exist. Psychotherapy groups are led by licensed bereavement counselors, 
and self-help groups are often led by group members . Educational groups often bring 
in guest speakers to address different social issues such as income, taxation, how to 
create social support networks, and so forth. The TRIG , IES, and GEi represent three 
of the more common instruments used in the research literature to measure grief 
symptoms. 
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Review Evaluations 
The focus of this section will be a description of bereavement reviews concerned 
with treatment data. Each section will contain a description of important concepts of 
each review. Each review will be described on several different variables such as the 
number of data-focused articles, sample size, dependent and independent variables , 
and the identification of treatment measures. The Zimpfer (1991) and Moore and 
Freeman ( 1995) reviews focused on suicide survivor bereavement reactions, but 
further review breakdowns of loss type were generically referred to as death losses . 
All of the treatment reviews focused on psychotherapy as the only type of intervention 
for the grieving process. The reviews did not always define inclusion or exclusion 
criteria for their reviews. Only two reviews, Zimpfer (1991) and Piper and McCall um 
(1991 ), provided consistent information in the description of studies such as sample 
size, information about dependent and independent variables, and instruments used 
to measure dependent variables . 
Bereavement Intervention Reviews 
Before conducting a meta-analysis , the researcher attempted to discover the 
existence of any other meta-analyses with the same subject topic . The researcher for 
this project could not find any meta-analyses concerning bereavement intervention 
effectiveness. Because no other meta-analyses existed, the researcher attempted to 
examine what reviews of the literature existed for the topic. The reviews can serve 
the researcher in two areas. First, the review can serve as an aid in locating articles 
relevant to a meta-analysis. Second, the reviews can provide further justification for a 
meta-analysis if the authors indicate the need for a more in-depth review or the 
reviews examine only a few articles. A meta-analysis can provide a more 
comprehensive review of the specific topic area in the research literature. 
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The following section provides a description of bereavement reviews concerned 
with group intervention treatment. The specific topic area of each review is identified. 
The number of group bereavement intervention articles is ascertained. Conclusions 
from the reviews are then presented . 
Reviews conducted by Parkes (1988), Piper and Mccallum (1991 ), and Zimpfer 
(1991) are discussed in the following section. The Zimpfer (1991) review focused on 
suicide survivor bereavement reactions, but further review breakdowns of loss type 
were generically referred to as death losses . All of the treatment reviews focused on 
psychotherapy as the only type of intervention for the grieving process . 
Parkes (1988) wrote a review of bereavement research that examined a host of 
bereavement factors . For the counseling evaluation section, Parkes (1988) mentioned 
the following six studies: Cameron and Parkes (1983); Gerber, Weiner, Battin, and 
Arkin (1975); Jones (1979); Parkes (1981); Polak, Egan, Lee, Vanderbergh, and 
Williams ( 1975); and Raphael ( 1977). Of the cited studies, four of the studies were 
described as "encouraging," and the other two studies were reported as showing little or 
no differences between treatment and control groups. The review included few details 
about the description of the subjects, interventions, or the intervention leaders. 
In the therapeutic section of their review, Piper and Mccallum (1991) described 
both individual and group psychotherapeutic interventions as well as stages of 
mourning. The individual psychotherapy methods included the re-grief approach by 
Melges and Demaso (1980), flooding by Ramsey (1977), linking by Volkan (1975), 
and identification/resolution by Horowitz, Marmar, Weiss, DeWitt, and Rosenbaum 
(1984). 
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The Piper and McCall um (1991) review cited five evaluation studies of group 
intervention methods and included the following studies : Barrett (1978), Vachon, Lyall, 
Rogers, Freedman -Letofsky , and Freeman (1980), Walls and Meyers (1985), Marmar, 
Horowitz, Weiss, and Wilner (1988), and Lieberman and Videka-Sherman (1986) . 
Common variables of all five studies included the following features: the majority of 
subjects were women , the lengths of most of the interventions were short term , and 
the average age of the subjec ts was in their mid-50s (Piper & McCallum , 1991 ). The 
authors stated that weaknesses of the bereavement intervention research included 
small sample sizes , restriction of range in scores , uncontrolled pretreatment 
differences, and lack of standardization between conditions. The conclusions of the 
review indicated that research support for bereavement group interventions needed 
more studies and more rigorous research methodology . 
Zimpfer's (1991) entire review examined research literature investigating the 
effectiveness of bereavement groups for individuals facing the loss of a spouse, 
parents , classmates, and suicide . He found nine studies that used an experimental or 
quasi-experimental design, and the following nine studies were used as part of the 
review: Jones ( 1979), Barrett ( 1978), Lieberman and Videka-Sherman ( 1986), 
Sabatini (1988-89), Videka-Sherman (1982), Marmar et al. (1988), Videka-Sherman 
and Lieberman ( 1985), Ryan ( 1982), and Rognile ( 1989). Five of the bereavement 
studies focused on widowed persons, two on bereaved parents, one on individuals 
whose families had received hospice services, and one on children who had 
experienced the loss of a family member . 
Although he cautioned researchers not to draw conclusions based on only a few 
studies , Zimpfer (1991) concluded that "the prediction for bereavement groups to be 
helpful to widowed persons seemed positive" (p. 51 ). He went on to indicate that 
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control subjects also improved, and the most effective intervention for bereaved 
spouses is still unknown . For the other subject groups that included bereaved 
parents, children, and hospice recipients, Zimpfer stated that the only conclusion that 
can be drawn from this research includes the need for further research in these areas 
to address the effectiveness of these groups . 
Bereavement Intervention Analysis 
In a review, the authors simply describe the located articles for a specific 
research area. In an analysis, a reviewer will break down important variables across 
all of the relevant studies and examine the trends in the research literature. Only one 
bereavement intervention analysis, Potocky (1993), was located in the author's 
searches. 
Potocky (1993) wrote a review of bereavement interventions for spouses and 
identified the following nine studies in her analysis: Barrett (1978), Constantino 
(1988), Marmar et al. (1988), Mawson, Marks, Ramm, and Stern (1981), Raphael 
(1977), Reich and Zautra (1989), Sabatini (1988-89), Vachon et al. (1980), and 
Williams and Polak (1979). Potocky's (1993) inclusion criteria consisted of (a) 
providing bereavement services to bereaved spouses, (b) experimental studies, and 
(c) published in a major peer-reviewed journal. The researcher coded information for 
subject characteristics, leader variables, and study factors. When coding the 
variables, the researcher used categories based on ranges instead of specific 
numbers. For example, the researcher coded the subjects' mean age in the 40s, 50s, 
60s, 70s, or as missing. 
Furthermore, the researcher broke the data into effective versus noneffective 
programs. Effective programs were defined as "those that demonstrated significant 
(Q < .05) improvements on more than half of the outcome measures for an 
intervention group compared with a no-intervention control group or with a different 
intervention group" (Potocky, 1993, p. 290). Based on these criteria, Potocky 
identified five effective studies and four ineffective studies. Effect sizes were not 
computed as part of the analyses. 
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In regard to client characteristics, Potocky (1993) reported that most subjects 
were mainly women who had lost their husbands . Four of the five effective programs 
were entirely composed of women subjects, and four of the ineffective programs were 
composed of mixed gender groups. Intervention providers were mainly mental health 
professionals but trained peer counselors were also utilized, and the providers were 
more similar to their clients on age than other characteristics. In terms of the 
intervention characteristics, individual and group interventions were the main format. 
Most of the studies randomly assigned subjects to interventions. 
Conclusions 
The bereavement reviews and the analysis identified 22 different intervention 
articles. Despite the common factor of being bereavement interventions, the studies 
varied in several different ways. The service format varied through the use of group, 
family, and individual formats. Some of the studies provided immediate crisis 
interventions, and other studies provided services to clients with long delays between 
the time of the death and the actual intervention. The location of services varied from 
the home of clients to outpatient clinics. Some of the interventions were limited to 
phone calls. Some providers were mental health professionals, and some group 
leaders were volunteers. 
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To summarize, current reviews of bereavement research seem to be inadequate 
on the basis of the few articles included in each review, poor description of the 
included studies, the lack of attention paid to basic experimental variables, and the 
confusion in regard to the effectiveness of bereavement interventions. The present 
study attempts to evaluate the effectiveness of bereavement group interventions. A 
comprehensive study such as this one can provide basic information about the 
subjects, leaders, and intervention variables of bereavement interventions that can 
help to identify trends in the current research and provide a foundation to develop 
further research and practical applications of the current findings. 
CHAPTER Ill 
METHODOLOGY 
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The purpose of this study was to examine the effectiveness of bereavement 
group interventions . The following list encompasses the subgoals of the study: (a) 
identify and collect group bereavement intervention studies that include an evaluation 
of the intervention; (b) define and code the pertinent subject, leader, and intervention 
variables; (c) describe outcomes and procedures used to support the finding; (d) 
identify strengths and weaknesses of the studies; and (e) make recommendations for 
future bereavement group intervention research. 
Data Collection 
The search was conducted using two library systems. The first search was 
conducted at Utah State University (USU) from December 1996 to June 1998 and 
included reference lists of journal articles, reviews of bereavement interventions, 
Dissertation Abstracts, PSYCHLIT (Psychology) and ERIC (Education) databases, 
and OPAC, the on-line catalog library system at USU. The University of Maryland 
library search extended from September 1998 to December 1998 and included 
Dissertation Abstracts, PSYCHLIT and ERIC databases, as well as VICTOR, the on-
line catalog library system at the University of Maryland, College Park Campus. 
Searches were conducted using Dissertation Abstracts, PSYCHLIT Journal 
Articles from January 197 4 to December 1998, PSYCH LIT Chapters and Books from 
January 197 4 to December 1998, and ERIC from 1966 to 1998, and the reference 
lists attached to each article. 
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Grief and bereavement were the search terms used in the search. By only using 
grief or bereavement, thousands of references were produced. However, earlier 
attempts to limit the search to grief or bereavement interventions did not result in 
identifying all of the articles necessary for the study. 
Criteria for Selecting Materials 
The death and dying literature is quite comprehensive, and limits on this material 
must be set to provide an accurate portrayal of the specific area of interest. The two 
inclusion criteria are listed, and the paragraphs following the criteria address the 
justification of the criteria. To be included in this evaluation, the articles had to have 
met the following criteria . 
1. The studies included group psychotherapy interventions that collected and 
reported data on the effectiveness of bereavement group interventions that focused 
on loss as a result of death . Therefore, divorce and separation studies were not 
included. Divorce and separation are obviously important issues and are also 
included in the grief literature. The researcher felt that divorce and separation were 
different types of loss in comparison with the loss of a relationship as a result of 
death . In divorce/separation cases, the person can remain in physical contact with 
the separated person . Averill and Nunley (1993) stated that someone grieving a 
death does not have the same "emotional rights" as someone grieving loss through 
divorce. 
2. The studies must be written in English. The researcher only speaks English 
and translating resources were unavailablP-for the researcher. Although this was a 
criterion for the study , the researcher did not encounter any cases in which a group 
bereavement intervention study containing evaluation was in foreign language. 
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Coding System 
Data retrieval for a meta-analysis consisted of the coding system and the 
questions each article addressed . The coding system for the study was arranged 
along the variables of interest to the study. The coding variables were assembled as 
a result of the examination of group studies, reviews, and other meta-analyses. 
Appendix A contains the variables that were coded for each study. Data for the study 
were gathered from each of the grief group intervention studies. 
Research Questions 
Description 
1. Describe background variables of subjects seeking bereavement group 
interventions. 
2. Describe leader variables of persons leading bereavement group 
interventions. 
3. Describe intervention variables in bereavement group interventions . 
lnterrater Reliability 
The articles were coded by three individuals, and reliability coefficients were 
computed to serve as an indicator of consistency between the rating systems. The 
author of the study (Rater 1) coded and rated all variables twice. An individual with a 
Bachelor's degree in education (Rater 2) was trained in the coding of the study 
information, and Rater 2 was responsible for coding Subject and Leader variables. 
Percentage agreement for variable X was computed by dividing cases agreed on by 
Rater 1 and 2 by the total possible cases for variable X, and this number was 
multiplied by 100 to form the percentage agreement between Rater 1 and Rater 2. 
For example, if Rater 1 and 2 agreed on 21 cases and differed on 5 cases, the 
percent of agreement would be 80.8%. 
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The sections containing study variables and effect sizes were not coded by 
another rater because of the length and complexity of these variables. Because these 
variables were only coded by the author of the study, the author coded this section 
three times. 
Another doctoral-level student (Rater 3) who has coding experience from 
previous meta-analyses rated the internal validity threats of the studies. Percentage 
agreement was computed between Rater 1 and Rater 3. 
Analyses 
The study contains several levels of analysis and includes summary information, 
correlational analyses, effect sizes, and study ratings. Analyses were conducted 
across the variables of subject, leader, and intervention characteristics identified in 
Appendix A. The availability and obtainability of coding factors dictated the following 
analysis plans. 
Summary Information 
For the first level of analysis, summary information is presented for the areas of 
subject, intervention, and outcome characteristics . For variable X, the number of 
studies using that variable and the percentage of total studies using variable X will be 
reported . For example, the number of studies utilizing educational interventions, and 
the percentage of the total studies that included educational interventions. 
Effect Sizes 
Wilkinson and the Task Force on Statistical Inference (1999) recommended that 
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effect sizes should always be presented for primary outcomes. The presentation of 
effect sizes allows results to be compared across studies. For the second level of 
analysis, the study examines effect sizes, and the effect sizes are computed by using 
information gathered from the study such as means, standard deviations, correlation 
coefficients, and other statistics. Comparisons of effect sizes were conducted across 
intervention types and other relevant variables. Effect size investigation involves an 
analysis of overall and intervention specific treatment efficacy. As the data allowed, 
differences across intervention types and subjects were investigated by comparing 
effect sizes. 
Correlational Information 
Correlational analyses were conducted for the third level of analysis to provide 
information about research trends in grief group intervention research. The purpose 
of using bivariate correlations was to investigate statistically the magnitude and 
direction of the relationship between salient study variables. 
Study Ratings 
Campbell and Stanley (1963) outlined seven variables that they determined as 
threats to internal validity. Those variables are history, mortality, instrumentation, 
testing, selection, regression, and maturation, and they are used to rate studies. 
Internal validity represents the attempts of the researcher to control for extraneous 
variables that can threaten a study's outcome (Borg & Gall, 1989). These ratings can 
be quite subjective. Therefore, the criteria for the threats will be defined in the 
analysis section. Each study was evaluated on each of the seven variables on a O (no 
threat) to 4 (major threat) scale. An overall study rating was computed for each study 
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based on the sum of the internal validity threat ratings. A scale ranging from 1-5 was 
used to rate the studies. 
CHAPTER IV 
RESULTS 
The results are presented in the following four sections: (a) coding issues, (b) 
interrater agreement, (c) summary information , and (d) studying ratings . 
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The section on coding issues will describe how information was reported and 
coded . The section on interrater agreement will describe the reliability information 
among the three raters . The summary information section presents findings for 
subject, leader , and intervention characteristics . It also identifies the number of 
studies used, the different types of sources from which the studies came, and the time 
the studies were published . Within this section are three subsections : (a) subject 
section , which presents the number of subjects, age, weeks since the death, gender , 
ethnicity , death type , relationship to the deceased, and religious affiliation are 
discussed ; (b) leader section, which provides information about number, job 
description , education level, gender, and experience of the leaders; and (c) study 
section, which identifies design , intervention type, treatment weeks, treatment hours, 
theoretical orientation, instrumentation , and follow-up information are discussed. The 
final results section is the study ratings section . This section explains the study 
ratings, interrater agreement, and internal validity threats, and reports the threat 
ratings as well as the overall study rating. 
Coding Issues 
Each study was coded using a coding sheet (see Appendix A) . The data from 
the study were entered into Statistical Package for Social Scientists (SPSS) data files. 
In the coding process, several separate data files were created. The three main files 
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included a demograph ic, procedures , and a follow-up file . The demographic coding 
sect ion described the demographic information for the subjects and the leaders of the 
intervention separately. The procedures section contained information about the 
intervention, assessment instruments , and effect sizes . The follow-up section 
contained follow-up data that were coded in the same manner as the procedures 
section . Effect size and study rating informat ion were included in all three files for 
analysis purposes . 
Some studies did not report all of the variables utilized in this dissertation . In 
those cases, cells were left blank. Blank cells were not used in the analysis . If ratio 
variables were analyzed, the data were presented using descriptive stat istics in 
tables . If nominal variables were analyzed , the data were presented using 
frequencies of the variables . Some analyses are presented using all variables , and 
some results are combined into larger categories such as psychotherapy versus 
nonpsychotherapy cases. A more complete discussion of the rationale for the 
combinations is presented along with the data in the text. 
lnterrater Agreement 
Percentage agreement was calculated between Rater 1 and Rater 2 on subject 
and leader variables . The percentage agreement between Rater 1 and Rater 2 on 
subject variables was 96.8%. The percentage agreement between Rater 1 and Rater 
2 on leader variables was 98.6% . When discrepancies were identified, Rater 1 
rechecked the case in question and resolved the discrepancy with the agreement of 
both raters . After the discrepancies had been resolved, the percentage agreement 
between Rater 1 and Rater 2 was 100.0%. 
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Study variables and follow-up information were only coded by Rater 1. A 
discrepancy check between the first and second coding by Rater 1 was not conducted . 
The percentage agreement between the second and third coding by Rater 1 for study 
variables was 95.0%, and the percentage agreement between the second and third 
coding for follow-up Information was 92.8%. After the discrepancies had been checked 
and corrected, the percentage agreement was 100% for all variables . 
Summary Information 
Information is presented for different variables in the study . Each study was 
assigned a code number for identification purposes . The year of the study was 
included as part of the identification file. The source category contained the study's 
publishable format such as dissertation , journal article, or book chapter. Although 26 
studies were included in the meta-analysis, the study IDs range from 1-28 because two 
studies were excluded after initial coding had begun. Dissertations composed 57.1 % 
Co. = 16) of the studies , while 35. 7% Co. = 10) of the studies came from journal articles. 
During the 1970s, 7.7% (n = 2) of the studies were conducted . The same percentage, 
46.2% (n = 12) of the studies, was conducted in the 1980s and from 1990 to 1998. 
Subject Variable Description 
The following subject variables were coded using the number of each variable as 
well as the percentage of the variable in the study's sample. Variables such as gender , 
ethnicity, death type, relationship to the deceased, and religion were coded for the 
actual number in each study's sample as well as the percentage of the sample . 
Categories for coding subject ethnicity included Caucasian, African American, Hispanic, 
Asian Americ.an, and "other." The types of death included suicide, homicide, disease, 
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accidents, heart conditions (including heart attacks and heart disease), and an "other" 
category . The relationship to the deceased category included a spouse, child, parent, 
friend , other family, and an "other'' category . Protestant, Catholic, Jewish, "other," and 
no religion categories were used for the religion variable. 
Several analyses have been divided into children or adult studies. The children 
studies included subjects whose mean age was less than 18, and thus, the adult 
studies have mean ages of 18 or above . Five studies were identified as children 's 
stud ies (Housley, 1996; Huss, 1997 ; Ryan, 1982; Tonkins & Lambert, 1996; Zambelli, 
1991 ). For a complete listing of the studies used for coding purposes, see Appendix 
B. 
Subject Var iable Analysis 
The mean, minimum, and maximum ages were computed for the sample (see 
Table 1 ). Table 2 provides experimental group size, control group size, mean age , 
and age range information by study for all of the studies providing that information . 
Table 1 
Descriptive Statistics for Number of Experimental Subjects, Control Subjects, Age, 
and Weeks Since the Death 
# of studies 
Variable reporting Mean Median Range SD 
Experimental group subjects 26 22.2 20.0 4.0 - 80 .0 16.2 
Control group subjects 19 17.6 16.0 6.0 - 37.0 9.5 
Age 16 43 .8 52.9 7.0 - 85 .0 20 .8 
Weeks since death 9 120.5 52 .9 23.2 - 321.4 116.9 
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Table 2 
Exgerimental Groug Size, Control Groug Size, and Age Information of Study Subjects 
Study authors Experimental Control Mean Range 
and (ID#) group group age (years) 
Bonnie (20) 9 12 7 -12 
Constantino (21) 17 10 30 - 69 
Constantino (11) 80 37 58.0 50 - 79 
Constantino & Bricker (2) 32 42.2 24 - 62 
Cordsen (22) 12 12 33 - 83 
Davis et al. (4) 21 25 - 77 
Eick (27) 8 38 -70 
Golden (23) 17 17 59.4 30 - 84 
Housely (25) 20 16 7 - 11 
Lieberman & Yalom (9) 36 20 56.7 
Huss (24) 9 8 12.1 10 - 14 
Marmar (28) 30 
Michaels (12) 20 11 70.0 55 - 84 
Moran (13) 23 45 .0 19 - 74 
Polinskey (15) 27 27 20 - 79 
Ray (10) 31 31 46 - 85 
Ryan (18) 10 11 11.7 7 - 17 
Sabatini (8) 25 25 56.6 
Schut et al. (6) 52 17 53.3 21 - 74 
Sikkema et al. (3) 8 29- 63 
Thomas (16) 9 18 53 .8 31 - 73 
Ton kins (1) 10 6 9.1 7 - 11 
Walker (19) 13 10 44.7 18 - 73 
Walls & Meyers (5) 28 10 52.5 30 - 65 
Weidaw (17) 25 37 64.7 
Zambelli (26) 4 10.5 9 - 11 
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Mean age data were available in 61.5% (n = 16) of the studies, but 84.6% 
(n = 22) of the studies reported age range data. The mean age for all of the studies 
was 43.8 years. However, an examination of the data reveals a bimodal distribution 
for the age variable. Because subjects in four of the studies were children, these 
studies have a mean age equal to 10.9 years. Two children's studies did not report 
mean age information . The mean age of the remaining 12 adult studies was 54.7 
years . 
Control groups were used in 73.1 % (n = 19) of the studies . Bereaved control 
subjects were used in 94. 7% (n = 18) of the studies using control subjects, and 5.3% 
(n = 1) of th& studies used controls that were not bereaved . 
The number of weeks between the death and the beginning of the intervention 
was reported by 34.6% (n = 9) of the studies . All data were converted to weeks if 
those studies reported time since death in months or years. The mean number of 
weeks between the death and the beginning of the intervention for all studies was 
120.5 weeks, but the median number of weeks was 52.9 because the distribution was 
skewed toward a shorter latency between death and intervention. For the six adult 
studies, the mean number of weeks was 114.6. In the three children's studies, the 
mean time between the death and the intervention 132.5 weeks with a range of 23.2 -
321.4 weeks. 
Table 3 provides information about the gender of study subjects. The mean 
number of females is four times the mean number of male subjects. Table 4 provides 
the number of male and female subjects for each study reporting this information. 
One study did not report information about gender. Female subjects were included in 
96.2% (n = 25) of the studies reporting gender information, and male subjects were 
Table 3 
Descriptive Statistics for Study Subject Gender 
Variable 
Females 
Males 
Table 4 
# of studies 
reporting 
25 
19 
Mean 
29.9 
7.1 
Median 
23.0 
6.0 
Range 
2.0 - 117.0 
0.0 - 17.0 
Number and Percentage of Male and Female Study Subjects 
Study authors Number % of Number 
and (ID#) of females females of males 
Bonnie (20) 16 76.2 5 
Constantino (21 ) 27 100.0 
Constantino (11) 117 100.0 
Constantino & Bricker (2) 
Cordsen (22) 18 75.0 6 
Davis et al. (4) 16 76.0 5 
Eick (27) 8 88.9 1 
Golden (23) 31 91.2 3 
Housely (25) 23 63.9 13 
Huss (24) 8 47.1 9 
Lieberman & Yalom (9) 40 72.0 16 
Marmar (28) 30 100.0 
Michaels (12) 21 67.7 10 
Moran (13) 18 78.3 5 
Polinskey (15) 50 92.6 4 
Ray (10) 62 100.0 
Ryan (18) 12 57.1 9 
Sabatini (8) 44 88.0 6 
Schut et al. (6) 61 88.4 8 
Sikkema et al (3) 4 50.0 4 
Thomas (16) 27 100.0 
Tonkins (1) 9 56.3 7 
Walker (19) 20 3.3 4 
Walls & Meyers (5) 38 100.0 
Weidaw (17) 45 72.6 17 
Zambelli (26) 2 50.0 2 
% of 
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24.7 
4.4 
males 
23.8 
25.0 
24.0 
11 .1 
8.8 
36.1 
52.9 
28.0 
32.3 
21.7 
7.4 
42.9 
12.0 
11.6 
50.0 
43 .8 
16.7 
27.4 
50.0 
reported in 73.1 % (n = 19) of the studies. The mean percentage of females across 
all studies was 79.0%, and the mean percentage of men across all studies was 
19.7%. The mean percentage of male subjects in the 19 studies reporting men was 
27.7%. Thus, no studies were exclusively male, but six studies exclusively involved 
female subjects . 
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All of the children studies had both male and female subjects . In the 19 adult 
studies, the mean number of females was 35.6, and the mean number of males was 
6.8. Although the children's groups also had more female subjects, the genders were 
about equally represented in the groups. The average number of females per 
children's group was 11. 7 subjects, and the mean percentage of females in all of 
those studies was 58.4%. The average number of male participants in the children's 
groups was 7.5, and the mean percentage of males in those groups was 48.6% . 
A breakdown of descriptive statistics for the 17 studies reporting ethnic subject 
information is available in Table 5. The mean percentage statistic refers to the mean 
percentage of an ethnic group across the number of studies reporting the ethnic group 
in their study . For example, three studies reported Asian Americans, and the mean 
percentage of Asian Americans in those three studies was 3%. Table 6 provides the 
ethnic breakdown of subjects for each individual study. Figure 1 shows the 
percentages of ethnic group members across all 12 studies. Seven studies were 
completely composed of Caucasian subjects, and Caucasian subjects were 
represented in every study . With the exception of Caucasians, no other ethnic group 
composed the entire subject pool of a study. Even though the remaining 10 studies 
were composed of different ethnic groups , the majority of the subjects were 
Caucasian subjects. With one exception in which the Caucasian sample was 58.3%, 
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Table 5 
Descriptive Statistics for Ethnicity of Study Subjects 
# of studies Mean 
Variable reporting % Mean Median Range SD 
Caucasian 17 90 . 8 32 .8 21 .0 4 .0 - 98 .0 25.2 
African American 6 10.4 4.7 3 .0 0.0 - 11.0 4.0 
Hispanics 6 13.0 4.2 2.5 0.0 - 14.0 5.0 
Asian American 3 3.0 1.0 0.0 - 3 .. 0 1.2 
Other 3 2.6 1.0 0.0 - 2.0 .6 
Table 6 
Number and Percentage of Ethnic Information for Study Subjects 
African Asian 
Caucasian American Hispanic American Other 
Study authors 
and (ID#) D. % D. % D. % D. % D. % 
Bonnie (20) 18 85.7 4.8 4.8 4.8 
Constantino (21) 24 88 .9 2 7.4 3.7 
Constantino (11) 94 80.3 11 9.4 7 6.0 3 2.6 2 1.7 
Cordsen (22) 19 79.0 4 16.5 4 .0 
Davis et al. (4) 21 100.0 
Housely (25) 21 58 .3 14 38.9 2.8 
Huss (24) 17 100.0 
Lieberman & Yalom (9) 56 100.0 
Michaels (12 31 100.0 
Ryan (18) 19 82.6 4 17.4 
Sabatini (8) 48 96.0 2 4.0 
Schut et al. (6) 68 98.6 1.4 
Sikkema et al. (3) 8 100.0 
Tonkins (1) 14 90.0 2 10.0 
Walls & Meyers (5) 30 80.0 8 20 .0 
Weidaw (17) 62 100.0 
Zambelli (26) 4 100.0 
Caucasian 
90.1% 
African American 
4.5% 
4.0% 
Asian American 
0 .8% 
Figure 1. Percentage of ethnic groups across studies reporting ethnic 
information . 
the percentage of Caucasian subjects extended from 79.0 - 98.6% for the remaining 
studies. The combination of the other ethnic groups was less than 10%. 
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The term "other'' refers to subjects referred to as "other'' in the studies. "Other'' 
ethnic groups were reported in three studies. In Study 6, one participant was 
identified only as "other." In Study 10, the "other'' category consisted of 2 Native 
American adults, and they composed 1. 7% of the sample. In Study 20, the "other" 
category consisted of one subject identified only as "bi-racial," and this person 
composed 4.8% of the study's sample. 
Eleven adult studies reported ethnic data. Four studies contained only 
Caucasian adult subjects, and the remaining seven studies are composed of 
heterogeneous groups. Other ethnic groups composed less than 7% of the adult 
sample. Ethnic data were available in all six children's studies . Three studies 
contained only Caucasian child subjects , and the remaining three studies contained 
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heterogeneous groups (see Table 7) . Two comparisons can be made between adult 
and children ethn ic populations. Although Caucasians are the largest ethnic group in 
the children's studies, the disparity between Caucasians and the next largest ethnic 
group was not as large. Second, the Hispanic representation in the children's groups 
is twice the size of adult Hispanic representation. 
A breakdown of descriptive statistics for the 13 studies reporting death type is 
availab le in Table 8. The mean percentage statistic refers to the mean percentage of 
a death type across the number of studies reporting the death type in their study . For 
example, 7 studies reported heart conditions as a death type , and the mean 
percentage of heart conditions in those 7 studies was 21.9%. Table 9 provides the 
breakdown of death type for each individual study . Figure 2 provides percentages for 
death types across all 13 studies. Only five studies, one study for suicide and three 
studies for disease, consisted of homogenous subjects with respect for reason of 
Table 7 
Mean Number of Ethnic Members for Adult and Children Studies 
Adults Children 
# of studies Mean # of studies Mean 
Ethnicity reporting Mean % reporting Mean % 
Caucasian 11 42 .3 93.3 6 15.5 86.1 
African American 5 5.4 11.5 1.0 4 .8 
Hispanics 2 2.0 3.3 4 5.3 17.8 
Asian American 2 2.0 3.2 1 1.0 2.8 
Other 2 1.5 1.6 1.0 4.8 
Table 8 
Descrigtive Statistics for Death Tyge of Study Subjects 
# of studies Mean 
Variable reporting % Mean Median Range SD 
Disease 12 62.3 24.8 10.0 0.0 - 87 .0 27.9 
Suicide 8 23 .6 7.1 3.5 0.0 - 32.0 10.2 
Accidents 7 21.2 6.0 7.0 0.0 - 10.0 2 .6 
Heart conditions 7 21 .9 9.3 5.0 0.0 - 20 .0 8.5 
Other 4 14.2 4 .8 3 .0 0 .0 - 12.0 4 .9 
Homicide 6.3 1.0 1.0 0 .0 - 1.0 
Table 9 
Number and Percentage of Death Tyges for Study Subjects 
Heart Homicide/ 
Suicide Disease Accidents conditions Other 
Study authors 
and (ID#) !! % !! % !! % !! % !! % 
Bonnie (20) 3 14.3 5 23.8 7 33 .3 4 19.0 4.8 
Constantino (21) 13 48 .1 14 51.9 
Constantino (11) 3 2 .6 87 74.4 7 6.0 20 17.1 
Constantino & Bricker (2) 32 100 .0 
Davis et al. (4) 4.8 10 47 .6 2 9.5 5 23 .8 3 14.3 
Housely (25) 3 8.3 10 27 .8 7 30 .6 12 33.3% 
Huss (24) 4 23 .5 7 41 .2 5 29.4 5.9 
Lieberman & Yalom (9) 56 100 .0 
Sikkema et al. (3) 8 100.0 
Schut et al. (6) 7 10.1 29 42 .0 10 14.5 20 29 .0 3 4.3 
Tonkins (1) 4 25.0 6 37 .5 4 25 .0 .3 2 12.6 
Weidaw (17) 62 100.0 
Zambelli (26) 4 100 .0 
Disease 
61 .9% 
Heart Condition 
13.5% 
Suicide 
11 .8% 
Accident 
8 .7% 
Homicide/other 
4.1 % 
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Figure 2. Percentage of death types across studies reporting death type 
information. 
death. Disease cases outnumbered the next closest category, heart conditions, by 
more than a 2:1 margin. The remaining nine studies consisted of heterogeneous 
samples . Four studies involved subjects from the four main death-type categories, 
suicide, disease, accidents, and heart conditions. The final four studies consisted of 
the main type of death categories as well as the "other" category. 
Bereavement as a result of "other'' death occurred in four studies. In Study 1, 
one case of homicide data occurred, and that person represented 6.3% of the study's 
sample. In Study 4, three people were bereaved by unidentified causes, and those 
subjects represented 14.3% of the subjects in that study. In Study 6, one person was 
bereaved by unknown causes, and this subject was 2.0% of the sample. In Study 6, 
two people were bereaved by violence of unreported origin, and those subjects 
represented 2.9% of the sample. In Study 20, the identification of death type for one 
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subject was simply described "old age," and this subject composed 4.8% of the adult 
sample. In Study 25, 12 cases of death type were described as either cancer or heart 
disease, and those children represented 33.3% of the sample. 
Eight adult studies reported the cause of death. Five children's studies reported 
the cause of death. Table 1 O contains a comparison of mean death-types between 
adult and child studies. Two notable exceptions were observed between adult and 
children subject's type of death. First, the mean number of adult disease cases was 
six times as large as the mean number of child disease cases. Although most adult 
death-type categories were greater than the children death-type categories , the mean 
number of accident deaths was similar for both groups . 
Table 11 provides descriptive statistics for the 23 studies reporting relationships 
with the deceased . The mean percentage statistic refers to the mean percentage of 
relationships across the number of studies reporting the relationship group in their 
study. For example, 2 studies reported the death of friends, and the mean 
Table 10 
Mean Number of Death Types for Adult and Child Studies 
Adults Children 
# of studies Mean # of studies Mean 
Death type reporting Mean % reporting Mean % 
Suicide 4 10.8 29.4 4 3.5 17.8 
Disease 7 37.9 73.2 5 6.6 47.0 
Accidents 3 6.3 10.0 4 5.8 29.6 
Homicide 1.0 6.3 
Heart conditions 4 14.8 20.5 3 2.0 10.4 
Other 2 3.0 9.4 2 6.5 19.1 
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Table 11 
Descriptive Statistics for Relationship to the Deceased for Study Subjects 
# of studies Mean 
Relationship reporting % Mean Median Range SD 
Spouses 17 80.9 36.4 32.0 0.0-117 .0 27.9 
Parents 12 44.4 8.3 6.5 0.0 - 17.0 5.4 
Children 6 18.3 7.5 3.0 0.0 - 23 .0 9.0 
Friends 2 22 .9 3.0 3.0 0.0 - 3.0 3.0 
Family 7 33 .5 7.7 7.0 0 .0 - 18.0 7.1 
Other 1.5 1.0 0.0 - 1.0 1.0 
percentage of friend death was 22.9% in those 2 studies . Table 12 contains 
relationship information for each individual study. Figure 3 contains percentages of 
relationships across all 23 studies. Each relationship describes the type of loss. For 
example, information on parents refers to subjects who are grieving the loss of a 
parent , and information on children refers to subjects who are grieving the loss of a 
child. Three quarters of the relationship losses were spouses. 
With the exception of one small study, spouses of the deceased composed a 
majority of all adult studies and composed 100% of the samples in 1 O of the adult 
studies. 
Subjects mourning parents composed homogenous groups in two studies, and 
both involved children as subjects. Ten other studies contained some subjects who 
reported the death of a parent. Although all six children studies reported the loss of 
parents, adults also mourned the loss of their own parents in six studies. Even 
though subjects grieving the loss of a child or subjects mourning the loss of family 
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Table 12 
Number and Percentage of Relationshig to the Deceased for Study Subjects 
Friend/ 
Spouse Child Parent Family Other 
Study authors 
and (ID#) D. % D. % D. % D. % D. % 
Bonnie (20) 14 66.7 7 33.3 
Constantino (11) 117 100.0 
Constantino (21) 27 100.0 
Constantino & Bricker (2) 32 100.0 
Cordsen (22) 10 41.5 7 29.0 7 29.0 
Davis et al. (4) 13 61.9 2 9.5 6 28.6 
Eick (27) 6 66.7 11.1 2 22 .2 
Huss (24) 17 100.0 
Housely (25) 16 44.4 17 47.2 3 8.3 
Lieberman & Yalom (9) 56 100.0 
Marmar (28) 30 100.0 
Moran (13) 15 65 .2 4 17.4 4 17.4 
Polinskey (15) 32 59.3 14 25.9 8 14.8 
Ray (10) 62 100.0 
Ryan (18) 3 14.3 18 85.7 
Sabatini (8) 50 100.0 
Schut et al. (6) 39 56.0 23 33.3 5 7.7% 1 1.5% 1 1.5 
Sikkema et al. (3) 2 25.0 12.5 2 25.0 3 37.0 
Thomas (16) 27 100.0 
Tonkins (1) 14 87.5 2 12.5 
Walls & Meyers (5) 38 100.0 
Weidaw (17) 62 100.0 
Zambelli (26) 4 100.0 
members did not have an exclusive group, subjects from those groups were reported 
in seven and six studies, respectively. 
Some studies reported "other" losses from families beyond parents, children, 
and spouses. Examples of these "other'' family relationships could include 
grandparents, siblings, aunts, uncles, cousins, and so forth. Grieving family members 
Spouses 
75 .0% 
Parents 
12.1 % 
Family 
6.6 % 
5 .5% 
Friend/Other 
0 .8% 
Figure 3. Percentage of relationships across studies reporting relationship 
information. 
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were recorded in seven studies. Study 1 reported that two subjects were grieving the 
loss of siblings, and they composed 12.6% of the sample . Two participants in Study 2 
reported the loss of family members , and they composed 25.0% of the sample . One 
participant was grieving the loss of a sibling, and another subject was grieving the loss 
of a cousin . In Study 3, one subject reported the loss of a sibling, and this subject 
composed 1.5% of the study's sample. 
Study 18 reported 18 subjects mourning the loss of family relationships, and 
these subjects composed 85. 7% of the study. Seventeen subjects were mourning the 
death of a sibling, and one subject was grieving the loss of a cousin . Study 20 
reported seven subjects grieving the loss of family members, and these subjects 
composed 33.3% of the study . One subject was mourning the loss of a grandparent, 
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and six subjects were grieving the loss of a sibling. In Study 22, seven subjects were 
mourning the loss of "other'' family relationships, and they composed 29.0% of the 
study's sample. Six subjects were grieving the loss of a sibling, and one subject was 
mourning the death of a grandparent. Seventeen subjects in Study 25 were mourning 
the death of a family member, and these subjects composed 47.2% of the study's 
sample. Nine subjects were grieving the death of grandparents. Five subjects were 
grieving the death of their uncles, and three subjects were grieving the loss of aunts. 
Study 6 reported that one adult subject's relationship with the deceased was only 
described as "other." 
Relationship data were reported in 17 of the adult studies. The loss of a spouse 
was by far the largest loss type in the adult studies. All six children's studies reported 
the relationship with the deceased . Obviously, none of the children's studies contain 
spouse data. Parents and family members accounted for the majority of the losses in 
the children's cases. A mean comparison of loss type per study between adult and 
child studies is contained in Table 13. The children means for deaths of parents and 
other family members are larger than the adult means. 
Table 13 
Mean Number of Relationship Losses for Adult and Children Studies 
# of studies 
Relationship reporting 
Spouse 17 
Children 6 
Parent 6 
Friend 1 
Family 3 
Other 1 
Adults 
Mean 
36.4 
7.5 
5.3 
3.0 
3.3 
1.0 
Mean 
% 
80.9 
18.3 
20 .0 
37.5 
18.5 
1.5 
# of studies 
reporting 
6 
1 
4 
Children 
Mean 
11.3 
3.0 
11.0 
Mean 
% 
68.8 
8.3 
44.7 
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A breakdown of descriptive statistics for the 10 studies providing information 
about religious affiliation for study subjects is available in Table 14. The mean 
percentage statistic refers to the mean percentage of a particular religious group 
across the number of studies reporting this information. For example, 8 studies 
reported Catholic subjects, and the mean percentage of Catholics in those 8 studies 
was 34.5% . Table 15 provides the religious affiliation of subjects for each individual 
study . Figure 4 contains percentages of religious group membership across all 10 
studies . Although an attempt was made to collect data on several religious groups , 
only three groups, Protestant, Catholic, and Judaism, were found in the data collection 
process . 
Nine studies reported information about the religious preference of their 
subjects . Only one study reported a homogenous subject group , and that group was 
composed of Protestant subjects . Thus, the remaining eight studies included subjects 
from more than one religious group. Protestants and Catholics were the most 
common groups with Protestants in eight studies and Catholics in seven studies. 
Table 14 
Descriptive Statistics for Religious Affiliation of Study Subjects 
# of studies Mean 
Religious affiliation reporting % Mean Median Range SD 
Protestants 9 45.8 24.9 14.0 0.0 -62.0 23.4 
Catholics 8 34.5 15.8 12.0 0.0 -48.0 13.9 
Other 3 11.5 14.3 6.0 0.0 -33 .0 16.2 
Jewish 5 35.4 12.8 5.0 0.0 -35.0 14.2 
None 3 8.5 4.3 2.0 0.0 -10.0 4 .9 
Table 15 
Number and Percentage of Subjects Who Re12orted Their Religious Preference 
Study authors 
and (ID#) 
Bonnie (20) 
Constantino (11) 
Constantino (21) 
Cordsen (22) 
Ray (10) 
Sabatini (8) 
Schut et al. (6) 
Thomas (16) 
Tonkins (1) 
Weidaw (17) 
Protestant 
47.7% 
Protestant 
D. % 
10 47 .6 
60 51.3 
11 40.7 
62 100.0 
3 6.0 
20 29.0 
14 51.9 
3 18.8 
41 66.7 
Catholic 
D. 
9 
48 
13 
11 
6 
13 
5 
21 
None 
2.8 % 
% 
42.9 
41.0 
48.1 
22.0 
9.0 
48.1 
31.3 
33.3 
Other 
9 .1% 
Jewish Other 
D. % D. % 
5 4.3 4 3.4 
3 11.1 
19 79.1 
35 70.0 
33 48 .0 
2 12.5 6 37.5 
Figure 4. Percentage of subjects reporting specific religious affiliations 
across studies reporting religious affiliation information. 
D. 
2 
10 
84 
None 
% 
9.5 
2.0 
14.0 
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The coding of "other'' religions only occurred in three studies. In Study 1, six of 
the child subjects were identified as Mormons, and they composed 37.5% of the 
study's sample. In Study 6, 33 subjects identified their religion as "other," and they 
represented 48.0% of that study's sample. In Study 11, four adult subjects identified 
their religion as "other," and they represented 3.4% of the study's sample. 
Eight adult studies reported data about religious affiliation of study subjects. 
Two children's studies reported the religious preference of the subjects. Table 16 
contains the comparison of the religious preferences between adult and child studies. 
In the adult studies, Protestants represented the majority group. Religious groups 
were more balanced in the children's groups. 
Subject Information Summary 
The review included 26 studies, and the studies included information about 
subject, leader, intervention, and study evaluation characteristics. Sixteen studies 
were dissertations and 10 studies were journal articles. 
Table 16 
Mean of Adult and Children Studies Reporting Religious Affiliation 
for Subjects 
Adults Children 
Religious # of studies Mean # of studies Mean 
affiliation reporting Mean % reporting Mean % 
Protestant 7 30.1 49.4 2 6.5 33.2 
Other 2 18.5 25.7 1 6.0 37.5 
Catholic 6 18.7 33.6 2 7.0 37.1 
Jewish 4 15.5 41.1 1 2.0 12.5 
None 2 5.5 25.7 1 2.0 9.5 
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Six studies contained children in their intervention, and the remaining studies 
were exclusively composed of adults. The mean number of weeks between the death 
and the beginning of the intervention was 120 weeks . The composition of the groups 
mainly consisted of female subjects. A comparison of the means for both genders 
revealed that females outnumber their male counterparts more than 4: 1. In terms of 
ethnic breakdowns, Caucasian subjects represented the most common group, and 
Caucasian subjects outnumbered the next closest ethnic groups 7: 1. 
Disease was the most common death type, and the mean number of deaths as 
a result of disease was almost 2.5 times the number of the next closest cause of 
death, which was heart conditions . The death of a spouse was reported by subjects 
as the most common type of loss. The occurrence of a spouse death was more than 
four times the next closest relationship category, parent death. Protestants and 
Catholics were the most common reported religious groups. 
Leader Description 
Gender information was coded in the same fashion as in the subject variable 
section . Leader education and job description were also coded. For the education 
variable, Ph.D.s, M.A./M .S.s, M.D.s, B.A./8.S.s, Associate degrees, high school 
diploma, and "other'' educational certificates were coded. The job description 
category contained the following titles: therapist, nurse, psychologist, student, 
doctoral student, medical student, clergy, and "other'' vocation variables . The 
therapist title was used to refer to mental health providers who were not psychologists 
but were referred to in the literature as "mental health workers ." 
Leader analysis . Only 80.8% (!l = 21) of the 26 studies reported how many 
leaders were involved in the intervention. The number of leaders in an intervention 
refers to the total number of leaders used in the study . For example, a study can 
have five leaders. However, each of those leaders can lead their own group if five 
groups were used to collect data. One leader was used in seven studies, and two 
leaders occurred in six studies . 
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Three leaders were used in three studies, and four leaders were in three 
studies. Constantino and Bricker (1996) reported four leaders in Study 2. Two 
treatment groups were used in those studies , and each group had two leaders . In 
Study 3, Sikkema et al. (1995) reported three leaders , and two leaders always led the 
group. However , two of the leaders rotated, but the rotation was not explained in the 
study. In Study 3, two treatment groups were included in the study but more could 
have occurred . Study 6 (Schut, Keijser, Bout, & Stroebe, 1996) reported a total of 
four leaders . In Study 6, multiple groups existed but the exact number was unknown . 
In Study 6, Schut et al. (1996) reported that each group had the same leader. In 
Study 9, Lieberman and Yalom (1992) reported three leaders for four groups . Each of 
the four groups had two leaders. In Study 11, Constantino (1979) reported a total of 
four leaders and four groups. Each leader had their own group . In Study 19, Walker 
( 1994) three leaders were reported for one treatment group, but no explanation was 
given for the use of three leaders . 
Finally , two studies reported having five leaders . In Study 25, Housley (1996) 
reported five leaders but no explanation was given for why five leaders were used . 
Two treatment groups existed in Study 25 but more could have occurred. In Study 
28 , Marmar et al. (1988) reported having five leaders. Five groups were used in the 
study, and each group had one leader . 
A breakdown of descriptive statistics for the studies reporting the number of 
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leaders and leader job description is available in Table 17. The mean percentage 
statistic refers to the mean percentage of leaders with a specific job description 
across the number of studies reporting the job description in their study. For example, 
three studies reported nurses as their leaders, and the mean percentage of nurse 
leaders in those three studies was 83.3%. Table 18 provides number of leaders and 
job description information for the leaders in each study. Although an attempt was 
made to code for clergy who served as group leaders, no studies reported clergy 
members as leaders . Figure 5 contains percentages of leader job descriptions across 
the studies. 
The majority of the studies were led by doctoral students or therapists. With the 
exception on one study , all leaders had mental health experience. In seven of the 
eight studies led by doctoral students, the author of the dissertation and the group 
Table 17 
Descriptive Statistics for Number of Leaders and Leader Job Description 
# of studies Mean 
Job description reporting % Mean Median Range SD 
Leaders 19 2.4 2.0 1.0 - 5.0 1.4 
Doctoral students 8 100.0 1.6 1.0 1.0 - 4.0 1.1 
Therapists 6 68.1 2.0 1.0 1.0 - 5.0 1.7 
Nurses 3 83.3 2.3 2.0 1.0 - 4.0 1.5 
Students 2 100.0 1.5 1.5 1.0 - 2.0 .7 
Other 3 56.7 2.3 1.0 1.0 - 5.0 2.3 
Medical students 2 33.3 1.0 1.0 
Psychologists 2 45.8 1.5 1.5 1.0 - 2.0 .7 
Doctors 33.3 1.0 1.0 
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Table 18 
Number of Leaders and Vocational Status of Leaders in Each Study 
Study authors # of # of Students/ 
and (ID#) leaders groups Therapist Nurse MD Psychologist other 
Bonnie (20) 
Constantino (11) 4 4 
Constantino (21) 2 2 2 
Constantino & Bricker (2) 4 2 4 
Cordsen (22) 2 2 2 
Davis et al. (4) 2 3 
Eick (27) 2 2 
Golden (23) 
Housley (25) 5 5 
Huss (24) 2 
Lieberman & Yalom (9) 3 4 
Marmar (28) 5 5 5 
Michaels (12) 2 
Moran (13) 
Polinskey (15) 
Ray (10) 4 
Ryan (18) 
Sabatini (8) 2 
Schut et al. (6) 4 3 
Sikkema et al. (3) 3 2 
Thomas (16) 2 
Tonkins (1) 
Walker (19) 3 
Walls & Meyers (5) 3 
Weidaw (17) 2 2 2 
Zambelli (26) 
Students/Other 
51 .1 % 
Doctors 
2.1% 
Therapists 
25 .5% 
Psychologists 
6.4% 
14.9% 
Figure 5. Percentage of job descriptions across studies reporting job 
description information . 
leader were the same person. In the eighth study, it could not be determined if the 
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author served as a group leader . By subtracting the seven studies reporting only one 
leader, nine studies reported leaders within the same discipline. Five studies reported 
leaders with multiple disciplines . 
Noncounseling leaders were reported in three studies. Study 4 reported that 
one leader was a professor, and this leader composed 20.0% of the study's sample. 
In Study 8, one leader was identified only as a former widowed person, and this 
leader composed 50.0% of the leaders. Study 28 included five widowed women who 
served as leaders for mutual help groups, and their vocations included sales, clerical, 
and homemaker positions . Those five subjects represented 100% of the leadership 
positions in the study . 
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Five of the children's studies reported how many leaders were used in the 
studies, and the mean number of leaders for the children's studies was 2.0. The 
following percentages were calculated for leader job descriptions: doctoral students 
(33.3%) and therapists (66.7%). In three children's studies, three study leaders were 
doctoral students. In two studies, the leaders were identified as therapists. 
Information about leaders of adult studies was available in 16 studies, and the 
mean number of leaders in the adult studies was 2.6. Student/other leaders were 
reported in 11 studies. Therapists were identified as leaders in four adult studies. 
Nurses were the leaders in three studies. A physician was the leader in one study. 
Psychologists were leaders in two studies. 
The education of study leaders was reported in 16 studies. Table 19 provides 
descriptive statistics for the studies reporting highest educational degree held by study 
leaders. The mean percentage statistic refers to the mean percentage of leaders with 
a degree across the number of studies reporting the educational information of their 
leaders in their study. For example, four studies reported having leaders with their 
B.A.s, and the mean percentage of leaders with their B.A.s in those four studies was 
54.2%. Table 20 provides educational status of study leaders for each study 
Table 19 
Descriptive Statistics for Highest Attained Degree for Leaders 
# of studies Mean 
Education reporting % Mean Median Range SD 
M.A.s 8 93.8 2.0 1.5 1.0 - 4 .0 1.3 
Ph.D.s 2 45.9 1.5 1.5 1.0 - 2.0 .7 
B.A.s 4 54.2 1.3 1.0 1.0 - 2.0 .5 
M.D.s 1 33.3 1.0 1.0 
Other 2 54.2 2.0 2.0 1.0 - 3.0 1.4 
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Table 20 
Number and Percentage for Study: Leader Educational Status of Study: Leaders 
Ph.D. M.D. M.A. B.A. Other 
Study authors 
and (ID#) !::!. % !::!. % !::!. % !::!. % !::!. % 
Constantino (11) 4 100.0 
Constantino (21) 2 100 .0 
Constantino & Bricker (2) 4 100 .0 
Cordsen (22) 2 100 .0 
Davis et al. (4) 50.0 50.0 
Housley (25) 5 100.0 
Huss (24) 100 .0 
Lieberman & Yalom (9) 33.3 33 .3 33.3 
Michaels (12) 100.0 
Ray(10) 100.0 
Ryan (18) 100.0 
Schut et al. (6) 25 .0 3 75.0 
Sikkema et al. (3) 2 66.7 33 .7 
Tonkins (1) 1 100 .0 
Weidaw (17) 2 100.0 
Zambelli (26) 100 .0 
providing that information. Twelve of the 16 studies contained master's level-trained 
leaders, and 11 of those studies used master's level-trained leaders exclusively. 
Figure 6 contains percentages of leaders with a specific degree across all 16 studies . 
One study reported having leaders with educational experience "other" than the 
coded categories. Study 9 reported having a leader referred to as an experienced 
bereavement counselor; this person represented 33.3% of leaders in that study . 
A breakdown of descriptive statistics for the 16 studies reporting leader gender 
information is available in Table 21. The mean percentage statistic is reported for 
both male and female leaders across the number of studies reporting this information. 
M.D . 8 .1% 
2 .7% 
B.A. 
13 .5% 
Figure 6. Percentage of highest educational degree held by study leaders 
across studies reporting degree information. 
Table 21 
Descriptive Statistics for Leader Gender 
Education 
Female 
Male 
# of studies 
reporting 
13 
4 
Mean 
% 
97.4 
83.3 
Mean 
2.4 
1.0 
Median 
2.0 
Range 
1.0 - 5.0 
1.0 
1.4 
For example, 4 studies reported having male leaders, and the mean percentage of 
male leaders in those 4 studies was 83.3%. Table 22 provides the gender leader 
information for each individual study. Female leaders represented 77.8% of the 
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leaders , and 22.2% of the leaders were males. Exclusive female leadership occurred 
in 12 studies, and exclusive male leadership occurred in three studies . Only one 
study had male and female leaders. 
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Table 22 
Number and Percentage of Studt Leader Gender 
Female Male 
Study authors\ 
and (ID#) N (%) N (%) 
Constantino (11) 4 100.0 
Constantino (21) 2 100.0 
Constantino & Bricker (2) 4 100.0 
Davis et al. (4) 2 100.0 
Eick (27) 2 100.0 
Housley (25) 5 100.0 
Huss (24) 100.0 
Lieberman & Yalom (9) 2 66.7 33.3 
Michaels (12) 100.0 
Ray (10) 100.0 
Ryan (18) 1 100.0 
Schut et al. (6) 4 100.0 
Ton kins (1) 100.0 
Walls & Meyers (5) 1 100.0 
Weidaw (17) 2 100.0 
Zambelli (26) 100.0 
Four children's studies reported having female leadership, and exclusive female 
leadership occurred in all four studies. One children's study reported having male 
leadership, and that study was led exclusively by a male leader. Female leadership 
occurred in nine adult studies, and exclusive female leadership occurred in eight 
studies. Three adult studies reported having male leadership, and exclusive male 
leadership occurred in two studies. One study contained two female leaders and one 
male leader. 
Eleven studies reported the etilniciiy of the leaders, and all leaders were reported 
95 
to be Caucasian. For all 11 studies, the mean number of Caucasian leaders was 2.4 
leaders, and the median was 2.0 leaders. Table 23 lists each study reporting leader 
ethnicity. Four children's studies reported ethnic leader information, and the mean 
number of Caucasian leaders was 2.0 leaders. Seven adult studies reported ethnic 
leader information, and the mean number of Caucasian leaders was 2.6 leaders. 
Table 24 provides a breakdown of descr iptive statistics for the experience of 
leaders providing bereavement group interventions. The mean percentage statistic 
refers to the mean percentage of leadership experience across the number of studies 
reporting leadership experience in their study . For example, 10 studies reported 
having leaders with no experience , and the mean percentage of leaders having no 
experience in those 1 O studies was 62.8%. Table 25 gives information about each 
Table 23 
Number and Percentage of Ethnic Information for Study Subjects 
Caucasian 
Study authors\ 
and (ID#) !:! (%) 
Constantino (11) 4 100.0 
Constantino (21) 2 100.0 
Constantino & Bricker (2) 4 100.0 
Davis et al (4) 2 100.0 
Housley (25) 5 100.0 
Huss (24) 1 100.0 
Lieberman & Yalom (9) 3 100.0 
Ryan (18) 19 82.6 
Tonkins (1) 100.0 
Weidaw (17) 2 100.0 
Zambelli (26) 1 100.0 
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Table 24 
Descriptive Statistics for Previous Experience Leading Groups 
Mean 
Experience Studies % Mean Median Range SD 
Previous experience 10 77.2 1.9 1.5 0.0 - 4.0 1.1 
No experience 10 62.8 1.7 1.0 0.0 - 5.0 1.3 
Table 25 
Number and Percentage of Leaders With and Without Previous Bereavement Group 
Experience 
Previous experience No experience 
Study authors\ 
and (ID#) 
.ti (%) .ti (%) 
Constantino ( 11 ) 2 50.0 2 50.0 
Constantino (21) 2 100.0 
Constantino & Bricker 3 75.0 25.0 
Davis et al. (4) 50.0 50.0 
Eick (27) 50.0 50.0 
Housley (25) 4 80.0 20.0 
Huss (24) 100.0 
Lieberman & Yalom (9) 2 66.7 
Marmar (28) 5 100.0 
Sikkema et al. (3) 3 100.0 
Ton kins (1) 100.0 
Weidaw (17) 2 100.0 
Zambelli (26) 100.0 
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study reporting information about each leader's experience with bereavement group 
counseling . Twelve studies reported information about the experience of leaders in 
previous bereavement groups. Leaders with previous experience represented 52.8% 
of the leaders, and 47.2% of the leaders did not have previous bereavement 
experience. 
Two of the children's studies reported having leaders with bereavement 
counseling experience, and the mean percentage of experienced leaders for those 
studies was 100%. Three adult studies reported having leaders with bereavement 
counseling experience, and the mean percentage of experienced leaders for those 
studies was o0%. Two adult studies reported having leaders without prior experience 
and the mean percentage of leaders without experience was 50%. 
Leader Variable Summary 
Twenty-one studies provided information about study leaders. The leadership of 
the groups consisted mainly of one or two people which was the case in 13 studies. 
Thirteen studies reported gender information about leaders, and more than three 
quarters of the leaders were female. Eleven studies reported leader ethnicity, and all 
leaders were reported as Caucasians . 
Eleven studies reported having leaders with previous bereavement counseling 
experience, and 10 studies reported having a leader with no previous bereavement 
group experience. Twenty studies provided information about the leader's vocational 
status. In 14 studies, the leaders were identified as doctoral students or therapists. 
Details about the educational status of leaders were identified in 13 of the studies, and 
a master's degree was the most common reported degree . 
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Procedures and Follow-Up Coding 
Because the Procedure and Follow-Up Coding sections are so similar, the 
coding description for both sections will be presented in one section. Any differences 
between the sections will be mentioned in the following text. In the beginning, the 
intervention was coded for its length, number of weeks it encompassed, and total 
number of intervention hours. For the length variable, the coding involved indicating 
whether it was a time-limited intervention for a certain number of weeks or a 
continuous intervention. If studies contained follow-up data, the number of weeks 
between the end of the intervention and the follow-up assessment was coded. 
Although various study designs exist in the research literature, two predominant 
study designs existed in this analysis. The "one group pretest/posttest" design and 
the "pretest/posttest control group design" represented the research designs in this 
study. The one group design was used in 30.8% (n = 8) of the studies, and 69.2% 
(n = 18) used the pretest-posttest control group design. Random assignment was 
used in 19.2% (n = 5)of the studies, and 84.6% (n = 22) of the studies did not 
randomly assign subjects to treatment groups. 
Table 26 provides information on number of treatment weeks and treatment 
hours for all 26 studies. Time-limited interventions were used in 96.2% (n = 25) of the 
studies, and 3.8% (n = 1) of the studies utilized an intervention that continued beyond 
the research investigation. The overall study mean for treatment hours was less than 
15 hours, and the overall study mean for number of treatment weeks was less than 8 
weeks. 
Intervention Variable Definition and Analysis 
The next section focused on the actual intervention. Two main issues arose in 
Table 26 
Descriptive Statistics for Treatment Weeks and Hours 
Experience 
Weeks 
Hours 
Mean 
7.8 
14.8 
Median 
8.0 
12.0 
Range 
1.0 - 20.0 
4 .0 - 40 .0 
4.0 
8.5 
the coding process . One, what criteria would be used to define interventions? Two, 
how would studies containing multiple interventions be coded? 
Defining interventions. The intervention was coded as group therapy, self-
help/social support, education, or "other." The researcher distinguished between 
group psychotherapy and self-help groups based on leadership information from 
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Chapter 11. If a mental health professional served as a group leader, the intervention 
was coded as group psychotherapy, and group psychotherapy interventions were 
used in 80.8% (n = 21) of the studies. If the intervention leaders were not mental 
health professionals, the intervention was coded as a self-help group, and a self-help 
format was used in only 3.8% (n = 1) of the studies. 
Defining educational and "other" intervention proved to be an easier task. The 
educational intervention focused on informing members about the grief process, tax 
issues, business items, and so forth in only a didactic format. An educational 
intervention was used in 7.7% (n = 2) of the studies. 
The "other'' category was used for other treatment forms or some combination of 
either group therapy or self-help with a didactic format. "Other" types of interventions 
represented 23.1 % (D. = 6) of the studies. Study 6 used a group intervention 
composed of 12 two-hour behavior therapy sessions and eight art therapy sessions of 
two hours each. In Study 11, one treatment modality was described as a social 
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activities in which members attended planned group activities. Study 12 contained a 
placebo group composed of subjects who met to discuss "older adult life styles." 
Studies 2 and 21 contained a socialization group that discussed pertinent issues and 
went on field trips. Study 23 contained a group that trained subjects as volunteer 
aides to newly bereaved widows. 
Multiple interventions. In three studies, simultaneous interventions of group 
psychotherapy and "other" formats were used. Intervention data were analyzed by 
intervention type such as group psychotherapy, self-help, education, and "other." 
Group nonpsychotherapy refers to self-help, education, and "other" interventions. 
Table 27 provides the design, assignment method of subjects, type of interventions, 
and vocational status of leaders. 
Group psychotherapy versus group nonpsychotherapy cases. Random 
assignment was rare in all studies . In the group psychotherapy studies, 9.5% (n = 2) 
of the cases used random assignment, and 90.5% (n = 19) did not randomly assign 
subjects to groups. In the nontherapy cases, 33.3% (n = 3) of the studies used 
random assignment, and 66.7% (n = 9) did not randomly assign subjects to groups. 
Random assignment was used in 33.3% (n = 2) of the "other" studies, and 66. 7% 
(n = 4) of the "other" studies did not use random assignment. One of the two 
educational studies used random assignment. The only self-help study did not 
randomly assign subjects to experimental conditions. 
On average, the nonpsychotherapy (Mean= 8.2 weeks) and psychotherapy (8.1 
weeks) groups conducted treatment for the same number of weeks. The 
nonpsychotherapy groups provided more treatment hours on average (Mean = 18.4) 
than the group therapy interventions (Mean= 13.5 hours). For "other" interventions, 
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Table 27 
Designs and Interventions for Each of the Studies 
Study authors 
and (ID#) Design Assignment Intervention Leader 
Bonnie (20) control group group therapy 
Constantino ( 11) control group random group therapy, 4 nursing students 
social activities 
Constantino (21) control group group therapy, 2 nurses 
social activities 
Constantino & Bricker (2) one group random group therapy, 4 nursing students 
social activities 
Cordsen (22) one group group therapy 2 students 
Davis et al (4) one group group therapy 2 therapists, 
2 nurses, 1 student 
Eick (27) one group group therapy 2 doctoral students 
Golden (23) control group random training 
Housley (25) control group group therapy 
Huss (24) control group group therapy 1 doctoral student 
Ray (10) control group group therapy 1 doctoral student 
Ryan (18) control group group therapy 1 doctoral student 
Sabatini (8) control group group therapy 1 therapist, 1 other 
Lieberman & Yalom (9) control group random group therapy 1 therapist, 
Marmar (28) one group self help 5 bereaved spouses 
Michaels (12) control group group therapy 1 doctoral student 
Moran (13) one group group therapy 
Polinskey (15) control group group therapy 
Schut et al. (6) control group group therapy, 4 therapists 
art therapy 
Sikkema et al. (3) one group group therapy 2 psychologists, 
1 medical student 
Thomas (16) control group education 
Tonkins (1) control group group therapy 1 doctoral student 
Walker (19) control group group therapy 
Walls & Meyers (5) control group group therapy 1 student 
1 medical student, 
1 physician 
Weidaw (17) control group random education 1 doctoral student, 
1 other 
Zambelli (26) one group group therapy 1 therapist 
102 
the mean number of treatment hours was 8.8, and the mean number of treatment 
weeks was 22.2. The one self-help intervention provided treatment for 12 weeks and 
lasted 18 hours. For educational interventions, the mean number of treatment hours 
was 9.0, and the mean number of treatment weeks was 5.0. 
Theoretical orientation. The orientation of each psychotherapy intervention was 
also coded . Originally, the theoretical orientation was going to be used as a major 
variable in the analyses . However , many treatment authors used very eclectic 
approaches and defined treatment in very general terms. Although several different 
paradigms were considered , only three broad categories could be discerned and 
these included eclectic, cognitive, and behavioral therapies. The eclectic label was 
used to describe intervention that did not have a specific theoretical orientation to 
support the research questions or form the foundation for the group interventions. 
The cognitive model involved helping the clients identify how thoughts contribute to 
emotions as well as identifying and modifying irrational thoughts (Walls & Meyers, 
1985) . The behavioral paradigm was defined by increasing the use of social 
reinforcement to increase the frequency of pleasant activities (Walls & Meyers, 1985). 
Sixty-nine assessments using self-report instruments in 26 studies were 
conducted to determine the effectiveness of the interventions. An original intention of 
this study was to compare intervention results of different theoretical orientations . 
Thus, the orientation of each of the 69 assessments was coded. Due to the eclectic 
nature of many researchers, the eclectic model was the predominate theoretical 
orientation . A cognitive orientation was coded in 5.8% (n = 4) of the assessments, 
and 5.8% (n = 4) of the assessments were coded as behavioral. The other 88.4% 
(n = 61) of the assessments were coded as using an eclectic orientation . 
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Instrument description and analysis. The next coding section described the type 
of instrument used in each intervention. The following 17 categories were derived 
based on the different types of instruments used in the studies: depression, grief, 
social support, anxiety, guilt, locus of control, mental health symptoms in general, 
physical health symptoms, behavior checklist, stress, cognitions, life satisfaction, at-
risk behaviors, anger, self esteem, hopelessness, and personality. Table 28 provides 
instrument type and how often those instrument types were used in the 26 studies. 
Instrument types were determined by the study authors' description of the instrument. 
After the study author examined the literature, it was evident that some authors 
chose to use subscales of an instrument for assessment purposes. In the coding 
Table 28 
Type of Instrument and Number of Studies Using 
the Instrument Type 
Total score type 
Depression 
Grief 
Social support 
Mental health 
Behavior checklists 
Anxiety 
Self-esteem 
Personality 
Guilt 
Physical health 
Stress 
Cognitions 
Life satisfaction 
Hopelessness 
# of studies 
12 
5 
5 
5 
3 
3 
3 
2 
1 
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sheet, the type of subscale was coded using the 17 previously mentioned categories. 
Another finding in the research revealed that the person filling out the assessment 
instrument was not necessarily the person who participated in the intervention. 
Therefore, client, therapist, parent, and teacher categories were created to identify the 
data source for each assessment. 
The types of assessment instruments and how they have been used in 
bereavement research have not been documented very well in the past research 
literature. For example, some researchers used subscales instead of a total 
instrument score. The reliability and validity of subscales have rarely been reported 
separately from the full instrument. Therefore, the researcher decided to identify 
whether the full instrument or select subscales were used in each study. A total 
instrument score was used in 67.3% (n = 66), and 32.7% (n = 32) of the assessments 
were evaluated using a subscale of an instrument. The combination of the total 
instrument and subscale scores resulted in 98 assessments that could be coded for 
the meta-analysis. Appendix C lists the specific instruments and how many times 
they were used in the studies . 
For the total scores, most of the pre- and posttreatment data were collected from 
the participants (90.5%, n = 57), followed by therapists (1.6%, n = 1 ), teachers (3.2%, 
n = 2), and parents (4.8% (n = 3) of the instruments using total scores. 
Statistical significance was not reported for all total instrument assessments . 
Thus, the following information was collected from 52 assessments. For total scores, 
26.9% (n = 18) of the comparisons of scores between experimental and control 
groups were statistically significant, and 50. 7% (n = 34) of the comparisons between 
experimental and control groups were not statistically significant. 
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Table 29 provides information for outcomes assessed using a subscale score . 
For subscale scores, the majority of pre- and posttreatment data was collected from 
the intervention participants (94.3%, n = 33) followed by parents (5.7%, n = 2). 
Therapists and teachers did not fill out any of the subscales. 
Like total scores of instruments, statistical significance was not reported for all 
subscale scores. In terms of statistical significance for the subscales, 51.5% (n = 17) 
of the comparisons of scores between experimental and control subjects were 
statistically significant favoring the experimental group, and 48.5% (n = 16) of the 
experimental and control score comparisons were not statistically significant. 
The following information was computed for all 97 interventions. The most 
common assessment instruments measured depressive symptoms (24.5%, n = 24 ), 
Table 29 
Type of Subscale and Number of Studies Using 
the Subscale Type 
Total score type # of studies 
Depression 2 
Grief 
Social support 4 
Mental health 3 
Anxiety 3 
Self-esteem 
Guilt 2 
Physical health 3 
Cognitions 3 
Locus of Control 2 
Anger " "-
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grief symptoms (25.5%, n = 25), mental health issues (16.3%, n = 16), social support 
evaluation (12.2%, n = 12), and anxiety symptoms (10.2%, n = 10). 
For all interventions, 47.5% (n = 47) of the comparisons between experimental 
and control group scores were statistically significant favoring the experimental group, 
and 50.1 % (n = 50) of the comparisons between experimental and control group 
scores were not statistically significant. Actual participants (91.8% (n = 90) filled out 
the majority of the evaluations followed by therapists, (1.0%, n = 1 ), parents (5.1 %, 
n = 5), and teachers (2.0%, n = 2). 
Study Variables Summary 
Eighteen of the studies used a pretest-posttest control group design, and eight 
of the studies used the one group pretest-posttest design. Of the 18 studies using the 
pretest-posttest control group design, only four randomly assigned subjects to groups. 
Twenty-one of the studies utilized group psychotherapy as its main intervention . 
All five of the children studies used psychotherapy. Nine of the studies used 
interventions such as self-help, education, or "other" forms of treatment. One study 
examined the effects of self-help treatment. Two of the studies used education as 
their intervention format. Six of the studies were coded as "other'' types of 
interventions. 
The overall study mean for treatment hours was less than 15 hours, and the 
overall study mean for number of treatment weeks was less than eight weeks. On 
average, the treatment time in weeks for psychotherapy and nonpsychotherapy 
groups was similar. However, the nonpsychotherapy groups provided about five more 
treatment hours on average than the group therapy interventions. 
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Twenty -two of the interventions used a depression measure . Eight of the 
interventions used a measure of social support. Grief and anxiety measures each 
used six of the interventions. Thirty-one of the intervention evaluations per measure 
were statistically significant, and 34 of the evaluation interventions per measure were 
not statistically significant. 
Effect Sizes 
Coding Information 
The effect sizes were computed by utilizing DSTAT Software (Johnson, 1993). 
Effect sizes were computed using information such as means, standard deviations, 
and other statistics . Several types of information were used to describe effect size 
information . The effect size type category indicated whether a subscale or a total 
score was used to compute the effect size. During the coding, some studies had 
many effect sizes. An effect size was computed for each assessment in each 
intervention . For example, a study may contain cognitive and interpersonal 
interventions and their outcomes may be measured with a depression and a grief 
measure. Therefore , an effect size could be calculated for the cognitive intervention/ 
depression measure, cognitive intervention/grief measure, interpersonal/depression 
measure, and interpersonal/grief measure . The number of effect sizes for each study 
was also coded. 
A mean effect size was computed for each study by simply dividing the sum of 
the effect sizes for that study by the total number of effect sizes for that particular 
study . Three studies contained different types of interventions, and the mean effect 
size for the study would include data from both types of interventions . When 
computing effect sizes for a specific type of intervention , only information from that 
intervention was included . 
Defining and Interpreting Effect Sizes 
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The statistical definition of an effect size involves the mean difference between 
an experimental and control group divided by the standard deviation of the control 
group . Borg and Gall (1989) interpreted an effect size to indicate the discrepancy 
between scores on the same measure for someone who received treatment and that 
of a performance of a subject in a control condition . The effect size equal to zero 
indicated that subjects in the intervention and control groups had the same scores 
despite the presence of an intervention. Positive effect sizes indicate that intervention 
subjects scored better than their nonintervention counterparts , and thus , negative 
effect sizes indicate that control subjects outperformed those who received the 
intervention . Cohen (1988) offered the following guidelines to interpret effect size. 
Effect sizes between .30 and .49 are considered "small, " and effect sizes between .50 
and . 79 are "moderate " (Cohen, 1988). "Large" effect sizes begin at .80 and extend 
higher (Cohen , 1988). 
Subject Effect Size Information 
Age . In the subject variable analysis section, it was reported that five studies 
were based on children 's groups and 21 of the studies reported using adult subjects. 
The mean effect size for the children studies was .50., and the mean effect size for 
the adult studies was .47. For those studies for which the statistic could be computed, 
it seemed that both children and adult subjects in the experimental group benefitted 
from the grief interventions in comparison to their control counterparts . 
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Gender . When examining the effects of gender on outcomes, six studies had 
only female subjects. The mean effect size for all female studies was .14, and the 
median effect size was .17. No studies existed that contained only male subjects . 
Nineteen studies reported having both male and female subjects. Studies with a 
range of female subjects from 47.1-57.1 % were considered studies with equal gender 
representation. Equal gender representation occurred in 19.2% (n = 5) of the studies . 
Three of those five studies were children 's studies . The mean effect size for the equal 
gender groups was .61, and the median was .60. 
Ethnicity . An examination of the ethnic data for subjects revealed that seven 
studies were entirely composed of Caucasian subjects. The mean effect size for 
those studies was .85, and the median was .52. The remaining 10 studies reporting 
ethnic information that contained groups of mixed ethnicity. 
Loss type. Ten studies were composed entirely of subjects who reported the 
loss of their spouse. The mean effect size for studies with spouse losses was .17, 
and the median was .22. In two children's studies focusing only on parent loss, the 
mean effect size for those studies was .60, and the median was .60. Eleven studies 
were composed of subjects reporting a mix of different relationships. 
Death type. Information on death type was available in 12 studies. Four studies 
were composed of subjects mourning the loss of a relationship as a result of a 
disease . The mean effect size for the disease studies was .44, and the median effect 
size was .39. Only one study was composed of suicide survivors, and the mean 
effect size for the study was .54. Eight studies contained subjects grieving as a result 
of different death types. 
Religion . Like other variables, 10 studies reporting religious information about 
subjects were composed of various religions. Nine studies reported groups of mixed 
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religious preference . Only one study was composed of an entire religious group, and 
the subjects were Protestants. The mean effect size for the study was .19. 
Leader Effect Size Results 
Number of leaders. Data for number of leaders were available in 21 studies. 
Effect sizes were computed for variables that had distinct representation. Variables 
that only existed in heterogeneous samples could not be isolated in distinct groups, 
and thus, making statements about those variables would be inappropriate. 
Gen_g~r. The mean effect size for the 12 studies with only female leaders was 
.43, and the median was .43. The mean effect size for the three studies with only 
male leader was 1.03, and the median effect size was .37. 
Ethnicity. Data for ethnicity were available in 11 studies. In all studies, the 
leaders were Caucasians. The mean effect size for those studies was .50, and the 
median effect size was .52. 
Job titles. Data for job description were available in 19 studies. In 16 studies, 
all intervention leaders had the same job description. For example, if a study had four 
leaders, all leaders would be nurses. The mean effect size for the 14 studies was .71, 
and the median effect size was .46. 
Degree. Data for educational status of leaders were available in 13 studies. 
The leaders in 11 studies held master's degrees as their terminal degree. The mean 
effect size for the master's degree studies was .77, and the median effect size was 
.54. The disparity between the mean and median effect size comparison is due to an 
outlier . One study had only leaders with bachelor's degrees, and the effect size from 
that study was .97. Four studies had leaders with mixed educational degrees. For 
example, a study may have leaders with a Ph.D., M.A., and B.A. 
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Previous experience. Fourteen studies provided information about whether or 
not study leaders had previous experience leading bereavement groups. Four studies 
reported that all leaders had previous bereavement group experience. The mean 
effect size for those four studies was .58, and the median effect size was .57. Three 
studies reported that all leaders lacked previous bereavement group experience . The 
mean effect size for those studies was .41, and the median effect size was .09. 
Intervention Effect Size Results 
Overall results . Table 30 provides number of effect sizes and overall effect 
sizes for all 26 studies. The overall mean effect size for all study interventions was 
.49, indicating that subjects who did participate in treatment did benefit more than 
their control counterparts. One study had an effect size that was 3.34, and this study 
should be considered an outlier because of its magnitude . The study contained both 
group psychotherapy and a social activities group. Both interventions were affected 
by large outliers . Because the outlier was so large and no other effect sizes come 
remotely close to its size, the effects seem artificially inflated. Without the outlier, the 
mean effect size for all studies was .37. 
Table 30 
Descriptive Statistics for Overall Effect Size and Number of Effect Sizes 
Experience 
Overall effect size 
# of effect sizes 
Mean 
.49 
3.80 
Median 
.36 
3.00 
Range 
-.96 - 3.34 
1.00 -12.00 
.78 
3.12 
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Table 31 provides the number of effect sizes and mean effect size for each of 
the 26 studies. Study 5 and Study 23, which each had 12 effect sizes, contained the 
most effect sizes. Study 16 had the lowest mean effect size equal to -.96, and the 
highest mean effect size was 3.34 from Study 11, which contained group 
psychotherapy and a social activities intervention. 
Treatment. One purpose of the meta-analysis was to compare different 
treatment methods with respect to their efficacy, and the following tables and 
descriptions provide that comparison. Table 32 provides a comparison of effect size 
descriptive statistics for different forms of treatment. The nontherapy studies included 
self-help, education, and "other" interventions. Nine of the studies used "other" types 
of interventions. Without the outlier from Study 11, the mean effect size for group 
psychotherapy was .50. Without the outlier from Study 11, the mean effect size for 
the "other'' modalities was .56. Only one study utilized a self help intervention. Four 
effect sizes were computed; the overall mean effect size was .14. 
Design. The effect size for the pre/post group design was .60, and the effect 
size for the control group design was .44. Effect sizes for the one pre/post group 
design were computed by subtracting the preintervention mean from the 
postintervention mean and dividing the result by the preintervention standard 
deviation. 
Instruments. Information was coded to help discriminate between the total 
scores of instruments and subscales of instruments used for evaluation. Table 33 
provides a comparison of pertinent statistics for total scores and subscales. The 
overall mean effect size for the inter,1entions using instruments was .48. The effect 
size for the interventions using subscales was .47. Thus, effect sizes for instruments 
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Table 31 
Number of Effect Sizes and Mean Effect Size for Each Study 
Study authors # of Mean effect size 
and {ID#) effect sizes or the study Type of treatment 
Bonnie (20) -.76 group therapy 
Constantino ( 11 ) 6 .31 group therapy, social activities 
Constantino (21) 4 1.06 group therapy, social activities 
Constantino & Bricker (2) 6 .52 group therapy, social activities 
Cordsen (22) .97 group therapy 
Davis et al. (4) 2 .52 group therapy 
Eick (27) 4 .33 group therapy 
Golden (23) 12 .77 training 
Housley (25) 3 .82 group therapy 
Huss (24) 5 .32 group therapy 
Lieberman & Yalom (9) 2 .25 group therapy 
Marmar (28) 4 .14 self-help 
Michaels (12) 4 3.34 group therapy 
Moran (13) 2 1.42 group therapy 
Polinskey (15) 9 .99 group therapy 
Ray {10) 2 .19 group therapy 
Ryan (18) 3 .60 group therapy 
Sabatini (8) -. 15 group therapy 
Schut et al. (6) .11 group therapy and art therapy 
Sikkema et al. (3) 5 .53 group therapy 
Thomas (16) 2 -.96 education 
Ton kins (1) 3 .74 group therapy 
Walls & Meyers (5) 12 .08 group therapy 
Weidaw (17) .25 education 
Walker (19) 2 - .08 group therapy 
Zambelli (26) 1 .38 group therapy 
Table 32 
Effect Size Descriptive Statistics for Different Forms of Treatment 
Treatment Mean Median Range 
Therapy .69 .52 -.76 - 4.53 
No therapy .38 .25 -.96 - 2.14 
Other 1.02 .66 .11 - 3.34 
Education -.44 -.44 -.96 - .09 
Table 33 
A Comparison of Descriptive Statistics for Instrument and Subscale Effect Sizes 
Type of effect size 
Instrument effect size 
Subscale effect size 
Mean 
.46 
.50 
Median 
.37 
.33 
Range 
-.96 - 3.34 
-.08 - 1.04 
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SD 
1.02 
.87 
1.18 
.74 
.85 
.43 
and subscales were similar. Table 34 provides effect size descriptive statistics for 
types of total instruments, and Table 35 provides effect size descriptive statistics for 
types of subscales. 
Effect Size Summary 
In the analysis, 98 effect sizes were computed . The overall outcome for all 
studies suggested that bereaved subjects who participated in group interventions 
improved in comparison to the bereaved control subjects. The range of the 
effectiveness of the studies varied a great deal, and four of the studies showed that 
the bereaved subjects who received treatment scored worse than the control subjects 
Table 34 
Descriptive Statistics for Various Instruments 
Instrument Mean Median Range SD 
Depression .69 .34 -.76 - 3.34 1.18 
Grief .17 .18 -1.19 - 1.04 .92 
Social support .26 .29 .04 - .43 .14 
Mental health symptoms .31 .44 -.10 - .56 .26 
Behavior checklist .42 .38 .26 - .61 .18 
Self-esteem .47 .44 .37 - .60 .12 
Anxiety .58 .57 .48 - .68 .10 
Guilt .45 .45 -.45 
Physical health symptoms .11 .11 
Stress .74 .74 
Cognition -.07 -.07 
Life satisfaction .07 .07 
Hopelessness 1.33 1.33 
Table 35 
Descriptive Statistics for Various Subscales 
Instrument Mean Median Range SD 
Social support .45 .38 -.06 - 1.11 .50 
Depression .64 .49 - .78 .21 
Anxiety .94 .69 .63 - 1.51 .49 
Cognitions .91 .86 .18 - 1.70 .76 
Locus of control .57 .57 .55 - .59 .02 
Mental health symptoms 1.17 1.09 1.04 - 1.39 .19 
Physical health symptoms .65 .84 .21 - .90 .38 
Anger .84 .84 .52 - 1.15 .45 
Grief 1.15 1.15 
Guilt .49 .49 .44 - .53 .06 
Self-esteem -.09 -.09 
in those particular studies . Group psychotherapy was the intervention in three of 
those studies, and the final intervention was education. Three of the studies 
contained adults, and the fourth group was composed of children. 
116 
The studies used a variety of interventions. The most frequent intervention was 
group psychotherapy. A combination of therapies was used in nine studies, and 
education was used in two of the studies, and the self-help model was only used in 
one study. Subjects in the group psychotherapy interventions had a moderate 
tendency to improve in comparison to control subjects. Subjects in the "other" forms 
of treatment showed larger effects of treatment on the measures used. 
Nonpsychotherapy group subjects had only mild tendency to improve at a higher rate 
over their control subject counterparts . Subjects in the self-help groups slightly 
improved on average compared with the control groups scores. The control subjects 
in the education interventions showed moderate improvement on average in 
comparison to the experimental subjects included in those studies. 
The mean effect sizes for the adult and children studies were in the moderate 
range. The results suggest that both experimental children and adult subjects 
benefitted from the grief interventions in comparison to their control counterparts. 
Information was recorded to discriminate between the total scores of 
instruments and subscales of instruments used for evaluation. The overall mean 
effect sizes for both instruments and subscales were similar. 
Follow-Up Information 
Table 36 provides information about follow-up effect size information for different 
types of interventions. Table 37 gives the details for the follow-up effect size for each 
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Table 36 
Follow-Up Effect Size Descriptive Statistics for Different Forms of Treatment 
Treatment Mean Median Range SD 
Overall .43 .33 -.27 - 1.73 .65 
Therapy .44 .33 -.27 - 1.73 .72 
Self-help .69 .69 
Other .09 .09 -.56 - .73 .91 
Table 37 
Number of Follow-Up Effect Sizes and Mean Follow-Up Effect Size for Each Study 
# of follow-up Mean follow-up 
Study Authors and (ID#) effect sizes effect sizes 
Constantino (11) 6 .04 
Eick (27) 4 .18 
Marmar (28) 4 .69 
Moran (13) 2 1.73 
Ryan (18) 3 -.27 
Schut et al. (6) 1 .73 
Sikkema et al. (3) 5 .47 
Walls & Meyers (5) 9 -.17 
study providing that information. In the analysis, 98 effect sizes were computed, and 
follow-up information was available for 35.4% (.D. = 34) of the original 98 effect sizes. 
Follow-up information was reported by 30.8% (.D. = 8) of the studies. The mean follow-
up period in weeks was 24.3 (SD = 21.6), and the median number of follow-up weeks 
was 12.0. 
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The overall follow-up mean effect size was in the moderate range . Therapy 
interventions represented 76.5% (n = 26) of the follow-up effect sizes, and the mean 
effect size was in the moderate range . Self-help interventions accounted for 11.8% (n 
= 4) of the follow -up effect sizes , and the mean effect size was in the moderate range. 
"Other" interventions contributed 11.8% (n = 4) of the follow-up effect sizes , but the 
mean effect size was small. Educational interventions did not report follow-up 
information . 
Correlational Information 
The strength of linear relationships between variables in this study is important 
when considering other relationships in the data that may not have been revealed with 
effect sizes. The following section examines the relationship between different 
subject, leader, and intervention var iables with outcome. Outcome was defined as the 
mean effect size for the entire study. Pearson product -moment correlational 
coefficients were computed between outcome and the variables of interest. The 
coefficients are reported in parentheses () following the variable . 
Subject Variables and Outcome 
Correlational coefficients were computed to examine the relationship between 
effect size and the following variables : experimental sample size (r = -. 17), control 
sample size (r = -. 16), mean age (r = .10), and mean weeks since the death (r = .43). 
The only moderate relationship existed between outcome and time since the death. 
This finding suggests that people in therapeutic groups who had grieved longer had 
better outcomes than people in therapeutic groups who had grieved shorter periods of 
time . 
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Correlations were also computed for subject variables. Some subject variables 
were well represented by having at least 100 subjects . However, not all subject 
variables were well represented in the study. To avoid making unreliable statements 
about poorly represented subject variables, correlations were computed using subject 
variables, each of which had 100 subjects in the meta-analysis. One hundred was 
chosen as the cut-off because those variables containing at least 100 subjects were 
considered to be very representative for the data collected in this study. 
Data from the meta analysis indicated that 747 females and 134 males were 
reported in the studies. The relationship between effect size and number of females 
was small (r = -.14), and the relationship between effect and number of males was 
small (r = .04). Based on these findings, gender seemed to have a negligible or no 
relationship with outcome. In total, 598 Caucasian subjects were reported in the 
studies, and the relationship between effect size and number of Caucasians was 
small (r = -.19). The other ethnic groups were not provided treatment in distinct 
groups and were not very well represented. Thus, a correlational relationship was not 
computed for those groups. 
Result of the meta-analysis showed that 298 subjects mourned a death as a 
result of a disease, and the relationship between effect size and number of subjects 
bereaved through a disease was small (r = -.22). The other death-type categories did 
not have enough representation to meet the minimum criteria for computing a 
correlational relationship. In total, 618 spouses reported the death of their spouse, 
and 100 subjects reported the death of a parent. The correlational relationship 
between number of mourning spouses and effect size was small (r = -.28), and the 
correlationa! relationship between number of subjects grieving the loss of a parent 
was also small (r = -.27). Other types of relationship loss did not meet the minimum 
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criteria to compute a correlational relationship. As with gender and ethnicity, the 
relationships between death type and outcome as well as loss type and outcome were 
negligible. 
Leader Variables and Outcomes 
Correlations were also computed for leader variables . Some leader variables 
were well represented by having at least 15 representatives . However, not all leader 
variables were well represented in the study. To avoid making unreliable statements 
about poorly represented leader variables, correlations were computed on subject 
variables that had at least 15 subjects in the meta-analysis . 
Data from the meta-analysis indicated that 31 females were leaders, and the 
relationship between effect size and number of female leaders was small (r = .04). 
Only Caucasians were reported as leaders , and a total of 26 Caucasians were 
reported as leaders. The relationship between effect size and number of Caucasian 
leaders was small (r = .12). The result of the meta-analysis showed that 19 leaders 
had previous experience in conducting bereavement groups, and the relationship 
between effect size and number of leaders with experience was small (r = .27) . The 
result of the meta-analysis showed that 17 leaders lacked previous experience in 
conducting bereavement groups, and the relationship between effect size and number 
of leaders without experience was small (r = .10). All of the relationships that could be 
computed between various leader variables and outcome yielded negligible 
relationships . 
Intervention Variables and Outcomes 
The researcher examined the relationships between outcome/study variables 
and outcome/intervention variables: treatment weeks (.44), treatment hours (.23), 
follow-up effect size (.65), and time between the end of intervention and follow-up 
(-.62) . 
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The relationship between length of time between intervention and follow-up 
assessment was available for six studies, and the strength of that relationship could 
be best be described as weak. Moderate, positive relationships existed between 
number of treatment weeks/outcome and initial outcome/follow-up outcome. These 
results suggest that longer interventions have stronger outcomes. The initial and 
follow-up relationship suggests that treatment effects were consistent over time. 
However, the moderate, negative relationship between length of time between the end 
of the intervention and the follow-up assessment suggests that as time increases the 
effects of the intervention become more difficult to detect. 
Ratings 
Campbell and Stanley (1963) outlined seven variables that they determined as 
threats to internal validity, and those variables are history, mortality, testing, 
instrumentation, selection, regression, and maturation. Internal validity represents the 
attempts of the research to control for extraneous variables that can threaten a 
study's outcome (Borg & Gall, 1989). Each study was evaluated on each of the seven 
variables on a zero (no threat) to four (major threat) scale. If a threat did exist, it was 
rated on the following scale: (1) possible slight threat; (2) probable threat (study 
results still considered valid); (3) definite threat (plausible alternative explanations for 
study results); or (4) major threat (most likely other reasons for study results). 
Internal Validity and lnterrater Agreement 
Percentage agreement was calculated between Rater 1 and Rater 3 for internal 
validity threats: history (65.4%), mortality (100 .0%), instrumentation (96.2%), testing 
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(100.0%), selection (73.1 %), regression (100 .0%), and maturation (100 .0%). The 
history , selection, and instrumentation variables did not reach the 100% agreement 
level. Rater 1 and Rater 3 used different criteria for the ratings of history and 
selection . Thus, the percentage agreement for those two variables is much lower 
than the other internal validity threat ratings. For the remaining discrepancies , an 
average was taken between Rater 1 and Rater 3 scores to incorporate information 
from both raters . 
Of the 182 ratings , which consisted of seven internal validity threats for each of 
the 26 studies, only 9.1 % (D. = 17) of the ratings were averaged . 
Internal Validity Ratings 
The following paragraphs will define each of the internal validity threats . The 
internal validity mean rating for all 26 studies will be presented . Specific validity 
problems are discussed . To provide a clearer explanation of the threats, studies with 
more severe validity problems are discussed to identify why the studies received such 
ratings . 
History . The first threat, history, was referred to as any external event beyond 
the experimental treatment that could have caused a difference in outcome scores of 
the experimental versus the control group. For example, if a comparison group was 
also receiving counseling, this could be considered a history threat. Another example 
of a history threat occurred when the primary researcher and the group leader were 
the same person, which could influence the overall results . In seven of the doctoral 
dissertations, the dissertation author and the group study leader were the same 
person . A rating of O indicated that the researcher did not mention any events that 
could have threatened the results. If an event did occur, Rate r 1 and Rater 3 had to 
rate the threat of the event using the rating of 1-4 as described in the preceding 
paragraph. 
123 
As seen in Table 38, the mean of the history rating for all 26 studies was .94. A 
rating of O was assigned to 42.3% (n = 11) of the studies. Studies 1, 10, 11, 12, 17, 
18, and 24 had study leaders who were also the primary researchers. Those studies 
automatically received a 2 rating. Study 1 received a 3 rating because the control 
group subjects were studied longer, and experimental subjects were not included in 
the study until 8 weeks after the control group had been assessed the first time. Study 
6 received a rating of 3 because the control group in the study also received 
treatment. 
Mortality. Mortality was referred to as the number of subjects who drop out of 
treatment, and the impact of those drop-out subjects on the outcome. The following 
ratings were created by Rater 1 after an examination of the research studies. The loss 
of subjects indicated that subjects who began the study did not finish. If subjects 
Table 38 
Descriptive Statistics for Study Internal Validity Ratings 
Variable Mean Range SD 
History .94 0,3 1.03 
Mortality .65 0,4 1.13 
Instrumentation .01 0,1.5 .29 
Testing .46 0,4 1.03 
Selection 1.69 0,4 1.22 
Regression .38 0,3 .94 
Maturation .81 0,2 .98 
Rating 3.08 1,5 1.16 
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were assigned to treatment but never attended a session, they were not considered 
lost because they never began the intervention. A rating of O indicated that the 
researcher total attrition rate was less than 10% of the entire sample. A rating of 1 
indicated that the loss of subjects was between 11 and 20% of the sample. If the 
study lost between 21 and 30% of the subjects, the mortality rating received a value of 
2. A rating of 3 indicated that the study reported a loss of 31-40% of the subjects. 
The final rating of 4 symbolized a loss of 41 % of more of the original subject pool. 
A rating of O was assigned to 30.8% (n = 8) of the studies . The mean rating of 
mortality for the studies was .65 as detailed in Table 38. Table 39 provides the 
studies that reported the number of subjects who dropped out after treatment began, 
attrition percentage for the sample, and the mortality rating. A rating of 1 was 
assigned to 7. 7% (n = 2) of the studies, and 15.4% (n = 4) of the studies received a 
score of 2. A rating of 3 was assigned to 3.8% (n = 1) of the studies, and 3.8% (n = 1) 
of the studies received a rating of 4. 
Instrumentation . When outcome or assessment methods change during an 
experiment, the instrumentation threat becomes important because the change in 
evaluation instruments may have influenced the outcome instead of the intervention 
itself. A score of O indicated that a change in assessment did not take place. If a 
change did occur, Rater 1 and Rater 3 had to judge the impact of the threat using the 
range of 1-4. 
The mean rating for instrumentation was .01, and 3.8% (n = 1) of the studies 
had ratings greater than 0. Study 6 received a 1.5 rating because four phases of 
treatment were used in the study, and all four phases were measured with the same 
instrument instead of using one instrument to evaluate each phase of treatment. 
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Table 39 
Study ID, Number of Subjects Who Dropped Out, Percentage of Subjects 
Who Dropped Out, and Mortality Rating 
Study authors and (ID#) Attrition# Attrition% Rating 
Walls & Meyers (5) 10 35.7 3 
Schut et al. (6) 14 26.9 2 
Ray (10) 7 11.3 
Constantino ( 11 ) 33 22.0 2 
Moran (13) 7 23.3 2 
Weidaw (17) 14 18.4 
Golden (23) 9 26.5 2 
Marmar (28) 17 56.7 4 
Testing . For the testing threat, the outcome of an experiment was affected by 
taking the same test on different occasions or taking a test in different environments . 
The following ratings were developed by Rater 1 after reviewing the studies. Rater 1 
determined how many times a test was given in a study. If an assessment tool was 
administered for a pretest and a posttest only, the study received a rating of 0. A 
rating of 1 was assigned when researchers administered an instrument twice before 
the end of the intervention. A rating of 2 was given to a study that administered a test 
three times before the end of the intervention. A rating of 2 was also given to a study 
that administered a test in different testing environments. For example, giving a test 
to one set of subjects in a controlled setting versus giving a test to subjects in the 
comfort of their own home. Giving a test four times before the intervention was 
completed warranted a rating of 3. Finally, a rating of 4 was reserved for studies who 
administered evaluations more than four times before the end of an intervention. 
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The mean for the testing threat was .46, and 19.2% (.!l = 5) of the studies 
received a rating above O for the testing threat. Studies 1 and 6, received a rating of 2 
for administering the tests twice before the intervention ended. Study 11 received a 2 
rating because the control subjects took the test at home while experimental subjects 
took the measure where they received treatment. Study 21 received a 2 rating 
because control subjects had tests mailed to them, filled them out in the privacy of 
their homes, and returned the measures in the mail. Study 13 administered a 
measurement tool before each of the eight sessions. Thus, Study 13 received a 
rating of 4 because of the multiple test administrations. 
Selection. When selection is an internal validity threat, the subjects for the 
experiment were assigned to a condition without taking into account pretreatment 
differences which could affect the outcome . The best way to control for the selection 
threat involves randomly assigning subjects to experimental conditions . Thus, if 
random assignment took place, the study received a rating of 0. If studies did not use 
random assignment, they at least received a rating of 1 because no data were 
provided to show that all subjects were equal across all relevant variables. The 
remaining ratings, 2-4, were reserved for studies that selected subjects using some 
type of convenience method . The mean rating for the selection variable was 1.69, 
and 76.9% (.!l = 20) of the studies received a rating higher than 0. Study 6 received a 
rating of 4 because the subjects were inpatients who agreed to participate in the 
treatment. Five of the studies received a rating of 3. In those studies, researchers 
formed their treatment groups by using specific groups such as the first set of subjects 
who volunteered for treatment. 
Regression . The problem of regression occurs when subjects are chosen on 
the basis of a test score. The regression threat indicated that subjects chosen based 
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on extreme test scores will have a tendency to score closer to the average of the test 
on the next administration. To receive a score of 0, studies could not have used 
scores as part of their selection criteria. If they did select subjects based on extreme 
test scores, they were then rated from 1-4 based on the severity of their methods. 
The mean rating for regression was .38, and four studies were given ratings 
greater than 0. Study 1 received a rating of 1 because control subjects had longer 
assessment periods which could have resulted in the attenuation of scores. Study 6 
received a 3 rating because of the pretest differences associated with selection 
issues. Study 12 received a rating of 2 because subjects were selected to participate 
based ori test scores. In Study 13, subject scores were high in the beginning of 
treatment, and the study received a rating of 2 because of the natural attenuation that 
occurs with high initial test scores. All other studies received a score of 0, and the 
mean rating of the regression rating was .12. 
Maturation . The final variable, maturation, is similar to the history variable. The 
history variable refers to external events that could affect test results , and the 
maturation variable refers to the internal processes such as cognitive, emotional, or 
psychological influences that could influence outcomes beyond the effects of the 
experiment. The best way to account for maturation is to use a control group that 
does not receive the intervention. Therefore, studies that used a control group 
received a rating of 0. If the study did not use a control group, it was rated on a scale 
of 1-4 based on the severity of the threat. 
The mean rating of the maturation variable was .46, and 42.3% (D. = 11) of the 
studies received a score greater than 0. A rating of 2 was assigned to 23.1 % (D. = 6) 
of the studies because the design was pre/posttest design. Study 9 received a rating 
of 2 because an immediate posttest was not completed after the intervention ended. 
Follow-up data only were available for Study 9. Thus, the true effects of the 
intervention could be confounded the immediate effects of the intervention were 
unknown. 
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Overall study rating. The overall study rating was computed by adding up each 
of the internal validity threats. Once the threats had been summed, each study was 
given a whole number ranking based on the following information . Studies whose 
sum is equal to 1 were given a 1 rating, and studies whose sum was in the range of 2-
2.5 were given a rating of 2. Studies whose sum fell in the range of 3-4.5 were given 
a 3 rating, and studies whose sum was in the range of 5-6 were given a rating of 4. 
Finally, studies were given a 5 rating if their sum was greater than 6. The mean, 
median, minimum value, maximum value, and standard deviation of the study internal 
validity ratings are available in Table 39. 
The rating of 1 was given to 7. 7% Co = 2) of the studies, and 19.2% Co= 5) of the 
studies receiving a 2 rating. A rating of 3 was given to 34.6% Co= 9) of the studies, 
and 19.2% Co= 5) of the studies received a rating of 4. A rating of 5 was given to 
19.2% (n = 5) of the studies. 
Summary. Two raters coded the internal validity section. When discrepancies 
existed, an average was taken between both raters for 17 ratings. The two biggest 
internal validity threats based on mean ratings were selection and maturation. Two 
studies received the highest rating. Overall internal threats to validity were small 
suggesting that the results of these studies could be attributed to the treatment 
variables themselves. 
CHAPTERV 
DISCUSSION 
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The discussion section serves as an integration of Chapter IV results and the 
bereavement literature. In this chapter, the following areas will be reviewed: areas 
where these results are consistent with the existing literature, areas were these 
results differ from existing literature, and specific conclusions from meta-analysis that 
add to the literature base and recommends for future work. This chapter provides the 
current state of the art for bereavement group therapy services in the literature. Each 
component of the model (subject, leader, and study segments) is presented 
separately . The subject section reviews areas such as gender, age, time since the 
loss, ethnicity, loss type, death type, and religious affiliation. The leader section 
discusses how many leaders typically lead interventions, their gender, and their 
vocational status. The study section reports intervention designs, types, orientations, 
and assessments. 
The limitations of the current study outline problems encountered in the 
collecting, coding, and reporting of the study's data. The future recommendations 
section discusses critical factors affecting bereavement and addresses possible 
research ideas that could be investigated in future bereavement research . 
Subjects 
The mean age for the adults in this study was in the middle adult age range, and 
the mean age for the children was at the pre-teen level. Review authors (Piper et al., 
1992; Potocky, 1993) identified that the average age of the subjects in their reviews of 
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bereavement group interventions was early to mid-50s, which is consistent with 
results from the adult studies. Both children and adult experimental subjects showed 
about the same rate of moderate improvement. In past bereavement literature, 
researchers debated if children had the capability of grieving due to their lack of 
emotional development. The finding from this study suggests that children are able to 
benefit from treatment at the same rate as adults. 
Gender 
Stroebe and Stroebe (1987), as well as a number of research reviews 
(Osterweis, 1988; Piper et al., 1992; Piper & McCallum, 1991; Potocky, 1993), 
reported that most studies only included female subjects. Although females 
outnumber their male counterparts four to one in this study, most studies reported 
having both male and female members . 
Traditionally, research has indicated that homogeneous groups improved more 
than heterogeneous groups. For example, Potocky (1993) found that mixed gender 
groups showed fewer improvements in comparison to groups composed of only 
female subjects . This finding led Potocky to believe that bereavement groups may not 
be as effective for men or mixed groups, even though studies composed of only male 
subjects have not been conducted, and mixed gender groups have different needs 
than homogenous gender groups . The results from this study did not support 
Potocky's findings. In the six studies that contained only female subjects, 
experimental treatment groups showed negligible improvements. 
Time Since the Loss 
Potocky's (1993) review suggested that clients sought therapy between less 
than 2 months to more than a year after their loss. The range from the information in 
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this study was from 4 months to more than 5 years. Correlational information 
revealed a moderate, positive relationship between time since the loss and outcome. 
This finding suggests that as time progressed, control and experimental subjects had 
a moderate tendency to report improvement independent of treatment. 
Ethnicity 
Past reviews (Potocky, 1993; Zimpfer, 1991) of bereavement group 
interventions identified most participants to be Caucasian. Those findings were 
consistent with the results from this study . In the seven studies containing only 
Caucasian subjects, experimental subjects showed moderate improvements. 
Loss Type 
Spouse . The most common type of loss reported by subjects was the death of a 
spouse, and much of the grief literature focuses on this issue (Osterweis, 1988; 
Potocky, 1993;). Zimpfer (1991 ), for example, reviewed 15 studies. Five of the 
studies in the control group examined the death of a spouse and showed mixed 
therapeutic results. The other 10 studies involved experimental subjects who had 
reported the loss of their spouse. These studies showed negligible improvements. 
Parent. In his review, Zimpfer (1991) found one children's group study focusing 
on the loss of a parent, and he reported a positive finding. In two children's studies, 
all subjects reported the loss of a parent, and experimental subjects showed moderate 
improvements . 
Death Type 
The cause of death for these studies included disease, suicide, accidents, heart 
conditions, and one case of homicide. Heart conditions included heart attacks and 
132 
people diagnosed with severe heart problems. Thirteen studies reported information 
about the type of death. Potocky (1993) reported that subjects reporting the death as 
a result of disease were in more successful programs in comparison to subjects 
reporting death as a result of sudden incidents. 
Heart conditions and disease. Potocky (1993) identified that subjects reported 
the most common death type due to illnesses such as cancer or heart disease. In this 
study, the most common reported type of death was as a result of a disease . 
Diseases were rarely mentioned by name . In the four studies containing only subjects 
who had lost someone as a result of a disease, experimental subjects showed small 
improvements . 
Suicide . Many researchers and clinicians attempt to set aside suicide 
survivorship as a unique process that differs from grieving the death of someone who 
died for other reasons (Mcintosh, 1987). However, Mcintosh stressed that attempts 
to support the "unique" perspective have only gained partial support. In the one study 
containing only subjects who had lost someone as a result of suicide, experimental 
subjects showed moderate improvements over control subjects. 
Religious Affiliation 
Potocky (1993) found that when information about religion was provided, 
Protestants and Catholics were the most common groups represented . Information 
on religious affiliation was sporadic and was identified in 10 studies . Only three 
religious preferences (Judaism, Catholic, and Protestant) were reported in more than 
one study . From the 10 studies with religious information, subjects reported that they 
were more likely to be Protestant or Catholic. Measures of church attendance or 
degree of faith were not available in the studies. In the one study reported having 
133 
only Protestant subjects, experimental subjects showed very little improvement over 
control subjects. 
Leaders 
Gender. Potocky (1993) stated that the practitioners leading the groups were 
similar in regard to gender and age. In the 12 studies identifying females as the only 
study leaders, experimental subjects showed moderate improvements over control 
subjects. Male leaders were identified as the sole leaders in three studies, and 
experimental subjects showed moderate improvements over control subjects . 
Overall, the effects for male and female leaders were very similar . Thus, the 
matching of gender between male and female leaders does not seem to be an 
important factor in helping subjects improve. 
Ethnicity . All 11 studies reported ethnic information about study leaders 
reported having all Caucasian leaders, and results suggested that experimental 
subjects showed moderate improvements over control subjects . Overall, all reported 
leaders were Caucasians so comparisons cannot be made between studies having 
different ethnic group leaders . 
Vocation and educational status. Potocky (1993) found that about half of the 
group interventions utilized mental health professionals, and the other leaders were 
composed of a group of trained peer counselors working with or without professionals. 
More effective group interventions were found to have professionals as leaders 
(Potocky, 1993). The most common leader from this study was a doctoral graduate 
student, and experimental subjects showed small improvements over control subjects. 
In 16 studies, all leaders had the same professional status, and experimental subjects 
showed moderate improvements over control subjects. 
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Experience of leader. Piper et al. (1992) reported a weakness of bereavement 
research included the use of therapists who did not have experience as bereavement 
group leaders. For the four studies with leaders who had previous group 
bereavement experience, experimental subjects showed moderate improvements 
over control subjects . For the three studies with leaders who lacked previous group 
bereavement experience, experimental subjects showed small improvements over 
control subjects . 
Although studies possessing leaders with previous experience showed the most 
improvement, subjects in studies having leaders without previous experience also 
showed improvement. Previous experience did not seem to have a large impact on 
outcome. 
Study Variables 
Design. A single pre/post group design was used in eight studies, and a control 
group design was used in 18 studies . Despite the benefits of reducing errors inherent 
in studies excluding random assignment, only 5 of the 18 studies reported using 
random assignment. The mean effect size for the single pre/post group design 
indicated that experimental subjects showed moderate improvements over control 
subjects. The mean effect size indicated that experimental subjects showed small 
improvements over control subjects. Although more improvement occurred in the 
weaker design, this result could have occurred due to the lack of a true control group. 
Intervention. Twenty-six studies were included in this meta-analysis of group 
bereavement intervention research. The combined effect size for all studies indicated 
that experimental subjects showed small improvements over the nontreated 
comparison group. This is in contrast to the findings of Piper et al. (1992) in their five-
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study review of bereavement interventions in which they described the results as "not 
impressive." 
Twenty-two studies utilized group psychotherapy as an intervention, and the 
results suggested that experimental subjects showed moderate improvements over 
control subjects. Nine studies used interventions coded as "other'' types of 
interventions, and experimental subjects showed small improvements over control 
subjects. Only two of the studies used education as their intervention format , and the 
mean effect size was in the negative, moderate range, suggesting that subjects who 
did not receive treatment reported more improvement than the experimental subjects. 
Only one study examined the effects of self-help treatment, and the mean effect size 
was very small. 
Theoretical orientation. The general coding of most treatments led to the 
dilution of the theoretical orientation coding for psychotherapy. Eclectic, cognitive, 
and behavioral orientations were the only coded paradigms for this study. Cognitive 
and behavioral theoretical orientations were only coded in one study. The rest of the 
psychotherapy interventions were coded as eclectic. 
Instruments. Potocky (1993) found that effective programs measured well-
defined constructs such as depression, anxiety, physical complaints, or social 
contacts. The evaluation of ineffective programs was described as several attempts 
to measure multidimensional outcomes such as personal mastery, well being, affect, 
social functioning, and coping behaviors (Potocky, 1993). Over 17 types of 
instruments and subscales were coded for this study. A depression measure, the 
most common assessment tool, was used in 12 studies. Social support, grief, and 
mental health measures were each used in five studies. The Beck Depression 
Inventory was used in seven studies. The Grief Experience Inventory was used in 
four studies. The Children's Depression Inventory was used in three studies. The 
Child Behavior Checklist was used in three studies. 
Limitations, Suggestions, and Summary 
Limitations of the Current Study 
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One limitation of the study involves the lack of information on the collected 
studies . Missing information was also a criticism made by Potocky (1993) . Obviously, 
each study lacked some information that the researcher was coding. If the study 
lacked some information, the researcher attempted to contact the study authors 
through e-mail or phone calls. Because some studies were dissertations, tracking the 
study authors down was difficult. The authors of 12 studies were successfully 
contacted to complete the gathering of information . 
Osterweis ( 1988) stated that the variability in interventions, methods, and 
definitions had interfered with the evaluation process. The constantly changing metric 
of this study warrants another criticism. Most meta-analyses pick a common metric to 
help gauge the success of failure of their studies. For example, a study of addiction 
may examine abstinence after a certain time period. For this research, a common 
finding was the use of different types of instruments for evaluation. For the coding of 
the 26 studies, over 17 different types of instruments were used in the evaluation 
process. Some researchers defined successful interventions through a decrease in 
depression symptoms, an increase in social support, or a reduction in problematic 
behaviors for child subjects. Osterweis (1988) stated that the goal for bereavement 
intervention could include helping people feel better, improving long-term outcomes, 
assisting the person in the grieving process, or even trying to help people move 
through grief at a quicker rate . Part of this criticism rests upon the multifaceted nature 
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of grief that has been identified to affect many different areas. This complexity causes 
bereavement and its resolution to be defined in many different ways. Although the 
lack of a common metric is being levied as a criticism of the current study, it is a 
general problem found in the bereavement literature. Based on the information in this 
study, interventions are designed to reduce grief symptoms, and the best way to 
measure grief symptoms is with the use of grief inventories. Researchers should use 
grief inventories to measure grief symptoms instead of the most convenient 
assessment tools. 
The principal error source in meta-analyses occurs as a result of the differences 
between the coding of the scorers (Glass, McGaw, & Smith, 1981 ). Ideally, the meta-
analysis would have two raters who coded everything. However, geographical, 
communication , mercy, and time factors prevented the study from having only two 
raters . Although the study variables were coded three times, the variables were only 
coded by Rater 1. An obvious study improvement would have been to have this 
information coded by a rater with research experience . 
Suggestions for Future Bereavement 
Research 
Several problems have plagued bereavement research in the past. Lund et al. 
(1993) stated that a common finding in the bereavement intervention literature 
involves the inconsistency of positive and negative treatment findings. In this study, 
three study results were negative, and five study results were not large enough to be 
considered small improvements. However, experimental subjects in the remaining 18 
studies showed at least small improvements. This finding contradicts the 
inconsistency notion that Lund et al. made from their observation of the intervention 
research. 
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Piper et al. (1992) indicated that a big criticism of bereavement research was 
the presence of weak methodology usually due to inadequate resources or 
impatience. More specifically in regard to the weakness of the methodology, Toedter, 
Lasker, and Campbell (1990) identified bereavement research problems to include 
lack of pretest data, comparison groups, and reliable and valid measures. Findings 
from this study confirm the methodology weaknesses mentioned above. The 
following sections discuss more specifically what methodology flaws were observed 
from the intervention studies . 
Small groups. A problem plaguing bereavement studies has been small sample 
sizes (Piper et al., 1992). Increasing the group size will increase the generalizability 
of the findings. Instead of doing one group with 8 to 12 subjects, researchers would 
benefit from planning to do multiple groups over the course of a year or two. Attempts 
should be made to keep the same format so the results could be calculated in a single 
analysis. The small sample size problem may be partly due to the difficulty that 
researchers and clinicians have in getting people to attend bereavement groups. 
Reliable and valid instruments. Clinicians need to use established measures 
with psychometric histories. Even if researchers are trying to develop their own 
measures, they can use other measures to help gauge the effectiveness of the 
interventions by comparing with proven instruments. 
Pretest-posttest design. About one third of the studies used a pretest-posttest 
design, which has more design weaknesses than the control group design. A control 
group design is not plagued by the pretest-posttest design flaws and can also provide 
more subjects. If a researcher has ethical concerns about withholding treatment, the 
researcher can allow the control group to receive the intervention at the conclusion of 
the experimental group's treatment. 
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Follow-up data. Only one third of the studies provided follow-up information. 
Follow-up data can provide evidence for the effectiveness of interventions. Therefore, 
the long term effectiveness of most interventions is unknown. 
Theoretical orientation. The history and theoretical foundation of bereavement 
conceptualization and treatment are largely based on psychoanalytic and 
psychodynamic theoretical orientations. However, these theories do not lend 
themselves to quantitative evaluation very easily. In addition, the treatment methods 
themselves are not very easy to reproduce making the replication of these treatment 
methods more difficult. Efforts should be made to utilize different theoretical 
orientations to give clients more treatment options. A more thorough description of 
what is done and accomplished in sessions will help to develop more effective 
treatments and assess differential outcomes. 
Reliable interventions. Some people will never want to join bereavement 
groups. However, some individuals who initially doubted the benefit of such 
participation in such groups may change their minds as their needs and interests 
change. Although subjects may seem likely candidates for group or even individual 
interventions, providing education and rationale about those interventions can be quite 
demanding, and some of those clients are likely to report feeling awkward about 
attending those types of events. As time progresses, some people may want to 
investigate the group. Groups that exist longer have a higher tendency to include 
subjects whose needs and interests change. 
One key could include providing prevention to families when they first find out 
about a terminal illness or they learn about the unexpected death of someone. 
Another key link involves working with physicians and nurses to provide referrals to 
mental health workers when people are expecting either difficulty adjusting or they 
report what a difficult adjustment they are attempting to make. 
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It seems that the nature of bereavement groups is very brief . It is not 
uncommon for a researcher/clinician to offer a support group for 8 to 12 weeks, and 
then the intervention is over . If services are available to the public for an extended 
period, the communication about the group will spread throughout the community to 
other clinicians , agencies, funeral home directors , clergy , and so forth. 
Lack of information . A large number of studies did not report basic subject 
characterist ics such as mean age, age range, gender, and average number of weeks 
from the time of death to the beginning of the intervention . Information such as 
relationship to the deceased and type of death could be helpful in attempting to 
identify helpful intervention for the various groups . 
The results of the meta-analysis revealed that very little was published about the 
leaders who conduct the interventions. Leader variables concern ing occupation , 
educational status , ethnicity , and previous experience conducting bereavement 
groups represent useful information about who is delivering services . 
Many studies were not included because they did not contain the required 
evaluation information. Means and standard deviations are important information and 
should be included. 
Homogeneity . Because of the lack of minority representation , more information 
about how different groups grieve is important to help them cope with their grief 
(Potocky, 1993) . Once grieving patterns have been identified, perhaps, interventions 
could be devised to incorporate more cultural aspects to attract minority clients. 
Typically, when bereavement interventions are conducted, the researcher/clinician 
includes a mix of subject variables . For example, it is quite common to have subjects 
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who have lost spouses, children, parents, friends , and other family members in the 
same group. Group members often have a variety of loss types between them 
through losses as a result of disease, suicide, homicide, heart conditions, and 
accidents . The age range of subjects in groups seems substantial, and this 
represents another factor typifying the diversity in bereavement groups . Some 
researchers have begun to examine more homogenous groups determined by 
relationship to the deceased or the type of death that determined loss. Those types of 
homogenous groups are rare. Zimpfer (1991) stated that the effects of group 
homogeneity such as recency of death, death type, and other demographic factors 
could affect outcome, and thus deserves to be investigated further . This question can 
only be answered once enough group studies have been conducted. 
Clinical Suggestions 
Why should a client seek a bereavement group or be referred to a bereavement 
group? Should all bereaved people be referred to a grief group? Therapists and 
clients must ultimately define for themselves when a referral to a bereavement group 
is appropriate . The following two subsections refer to why someone should not be 
considered for a bereavement group and positive factors to consider for making a 
referral to a bereavement group. 
Group obstacles. First, let us examine some factors that prohibit people from 
joining groups. Some individuals may not want to join a group due to privacy issues. 
The thought of expressing one's thoughts and feelings in a group may be too 
overwhelming for some clients . Cultural factors may also play a factor that affects 
whether someone will join a group. Levy and Derby (1992) found that nonjoiners had 
a tendency to view joiners as less self-sufficient. Schwab ( 1995) found that joiners 
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were more likely to attend bereavement groups if they received encouragement to join 
from their friends and family. 
Second, it is appropriate to consider factors of why a therapist would not refer 
someone to a bereavement group. Yalom and Vinogradov (1988) suggested that 
some people have difficulty relating to others (e.g., clients who are brain damaged, 
paranoid, hypochondriacal, addicted to drugs or alcohol, acutely psychotic, or 
sociopathic). Yalom and Vinogradov's statement was not meant to prevent people 
with mental health issues from joining bereavement groups. In fact, the higher scores 
of people who joined bereavement groups on depression, anger, anxiety, and 
subjective stress were statistically significant from those who did not join bereavement 
groups (Levy & Derby, 1992). If someone requires a lot of focus on a consistent 
basis, the energy of the group may be drained by that person. Someone requiring a 
lot of intervention may be more appropriate for individual therapy. Even those who 
are bereaved may require more individual intervention than a group can provide. 
Group attractions. The benefit of being referred to a bereavement group allows 
the client to be with others who are also struggling with loss issues. Even though 
losses are not the same, some clients could benefit from seeing that they are not the 
only ones struggling with this issue. Schwab (1995) found that parents who joined 
bereavement groups wanted to connect with parents who had also suffered the loss 
of a child despite reporting adequate social support. Seeing others improve could 
provide hope to the client that they will be able to cope with their own loss. 
Traditionally, it was thought that people joined bereavement groups to increase 
social support, and this was confirmed by two studies (Gottlieb & Peters, 1991; 
Lieberman & Videka-Sherman, 1986) in which subjects were more socially active than 
nonbereavement group members. However, joiners and nonjoiners of bereavement 
143 
groups did not differ on social support in one study (Levy & Derby, 1992). Lund et al. 
(1993) found that a group of spouses in a bereavement group reported that their 
greatest need was emotional support. Thus, whether people join bereavement groups 
as a means to gain social support remains mixed. 
Clinical summary. People who are intimidated by groups and require more 
intensive consistent intervention may not be the best candidates for group therapy. A 
desire to talk with others who are going through similar problems and those seeking 
emotional support represent factors for people who should be considered for a grief 
group intervention. 
Final Study Summary 
Revelations from the study include several factors . For participants in 
bereavement groups, subjects were mainly Caucasian females in the middle 
adulthood age range who were grieving the loss of their spouse. Leader females were 
much more common than male leaders. The number of leaders per study ranged 
from one to five . Caucasians were the only ethnic group represented in leadership 
positions. The most common leader was a doctoral student with a master's degree. 
The most common study design used a control group, but random assignment 
was rarely used in those studies . The most common intervention was group 
psychotherapy . Eclectic therapy was the most common theoretical orientation for the 
group psychotherapy interventions. The most common type of assessment used in 
the studies measured depressive symptoms . The majority of the studies suffered 
from flaws that could potentially impact the results. 
Adult and children subjects improved at about the same rates. Groups 
composed of only Caucasian subjects showed large outcomes. 
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Studies with two leaders showed the largest outcome. Leaders with a master's 
degree had the largest outcomes. Gender of the leaders did not impact outcome. 
The experience of doing previous bereavement groups did not differ from leaders 
without that experience. 
Control group and single group pre/post test designs showed similar outcomes. 
Group psychotherapy interventions showed moderate outcomes, and "other'' 
interventions showed large outcomes. A lack of studies focusing on self-help and 
educational interventions prevents a conclusive statement about outcome from being 
made. A comparison of studies using subscales or total instrument scores did not 
reveal outcome differences . Differences in outcome were not found between different 
types of instruments. 
Final Thoughts 
The majority of the studies demonstrated that experimental subjects improved 
with treatment. Although this is an impressive finding, 26 studies do not provide an 
overwhelming amount of evidence. More studies with fewer study methodology flaws 
are needed to make a more definitive statement about the effectiveness of group 
bereavement interventions. 
Most of the research was conducted with one group, Caucasian spouses 
grieving the loss of their spouse due to a disease . It would be very difficult to make a 
statement about the effectiveness of any other group because of the lack of 
representation from other groups . More studies are needed that focus on other 
groups. 
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Appendix A 
Coding Instrument 
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Study ID# 
Date of Publication (Year) 
Source (Dissertation = 1, Journal Article =2) 
Experimental Group Size 
Control Group Size 
SUBJECT CHARACTERISTICS 
Were Control Subjects Bereaved (yes=1, no=2) 
Mean Age 
Age Range {low #) 
Age Range (high#) 
# of weeks bereaved 
GENDER 
Female (N) 
Female(%) 
Male (N) 
Male(%) 
ETHNICITY 
Caucasian (N) 
Caucasian (%) 
African-American (N) 
African-American (%) 
Hispanic (N) 
Hispanic(%) 
Asian American (N) 
RELATIONSHIP TO THE DECEASED 
Spouse/Significant Other (N) 
Spouse/Significant Other (%) 
Child (N) 
Child(%) 
Parent (N) 
Parent(%) 
Friend (N) 
Friend(%) 
Family Member (N) 
Family Member(%) 
Other (N) 
Other(%) 
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Asian American (%) 
Other (N) 
Other(%) 
RELIGIOUS AFFILIATION 
Protestant (N) 
Protestant (%) 
Catholic (N) 
Catholic(%) 
Jewish (N) 
Jewish(%) 
Muslim (N) 
Muslim(%) 
Other (N) 
Other(%) 
None (N) 
None(%) 
LEADER CHARACTERISTICS 
Number of leaders 
VOCATION 
Therapist (N) 
Therapist (%) 
Nurse (N) 
Nurse(%) 
TYPE OF DEATH 
Suicide (N) 
Suicide(%) 
Homicide (N) 
Homicide (%) 
Disease (N) 
Disease(%) 
Accidents (N) 
Accidents (%) 
Heart attack 
Heart attack (%) 
Other (N) 
Other(%) 
GENDER 
Female (N) 
Female(%) 
Male (N) 
Male(%) 
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Religious Official (N) 
Religious Official(%) 
M.D.(N) 
M.D. (%) 
Psychologist (N) 
Psychologist (%) 
Student (N) 
Student(%) 
Doctoral Student (N) 
Doctoral Student (%) 
Medical Student (N) 
Medical Student(%) 
Other (N) 
Other(%) 
HIGHEST OBTAINED DEGREE 
Ph.D . or Psy.D. (N) 
Ph.D. or Psy.D. (%) 
M.A. or M.S. (N) 
M.A. or M.S.(%) 
M.D (N) 
M.D. (%) 
B.A. (N) 
B.A. (%) 
High School (N) 
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ETHNICITY 
Caucasian (N) 
Caucasian (%) 
African-American (N) 
African-American (%) 
Hispanic (N) 
Hispanic(%) 
Asian American (N) 
Asian American (%) 
Pacific Islander (N) 
Pacific Islander(%) 
Other (N) 
Other(%) 
High School(%) 
Other (N) 
Other(%) 
EXPERIENCE LEADING A GRIEF GROUP 
Number of leaders with previous experience leading a bereavement group (N) 
Number of leaders with previous experience leading a bereavement group(%) 
Number of leaders with previous experience leading a bereavement group (N) 
Number of leaders with previous experience leading a bereavement group(%) 
STUDY CHARACTERISTICS 
TYPE OF INTERVENTION 
1. psychotherapy= (1) members having difficulty with bereavement issues, (2) 
psychological/behavioral intervention, (3) the leader is a trained therapist 
165 
Smith, M. L., Glass, G. V, & Miller, T. I. (1980). The Benefits of 
Psychotherapy. Baltimore, MD: The Johns Hopkins University Press (p. 56). 
2. self help - (1) members having difficulty with bereavement issues, (2) group 
members serve as leaders and *emphasize the power of its member to assist one 
another rather than to depend on the help of professionals* 
Kurtz, L. F. (1997) . Self-help and support groups: A handbook for 
practitioners. Thousand Oaks, CA: Sage. 
Hughes, M. (1995). Bereavement and support: Healing in a group 
environment. Washington, D.C.: Taylor and Francis. 
*Klass, D. & Shinners, B. (1982). Professional roles in a self-help group for 
the bereaved. Omega, 13 (4),? 
166 
3. educational (1) members having difficulty with bereavement issues (2) intervention 
is designed to inform members about the grief process, tax issues, business items 
4. other: 
TREATMENT LENGTH 
(time-limited=1, ongoing treatment=2) 
Hours of treatment 
# of treatment weeks 
DESIGN 
(One-group pretest-posttest design=1, Pretest-posttest control group design=2) 
Was random assignment used (yes=1, no=2) 
INSTRUMENT TYPE 
depression=1, grief=2, social support=3, anxiety=4, guilt=5, locus of control=6, mental 
health symptoms=?, physical health symptoms=8, behavior checklist=9, stress=10, 
cognitions=11, life satisfaction=12, risk behaviors=13 
Subscale type (same as instrument codes) 
Filled out by: client=1 , therapist=2, other=3 
Statistical Significant Difference, Yes=1, No=2 
Calculated effect size based on: total score=1, subscale=2 
Effect Size 
FOLLOW-UP INFORMATION 
Yes=1, No=2 
If Yes, number of weeks between intervention and follow-up 
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INSTRUMENT TYPE 
depression=1, grief=2, social support=3 , anxiety=4, guilt=5, locus of control=6, mental 
health symptoms=?, physical health symptoms=8 
Filled out by: client=1, therapist=2 , other=3 
Effect Size 
STUDY RATINGS 
INTERNAL VALIDITY THREATS 
(O=No major threat, 1 =possible slight threat, 2=probable threat (study results still 
considered valid), 3=definite threat (plausible alternative explanations for study 
results), 4=major threat (most likely other reasons for study results) 
History - "Any events other than the experimental treatment that affected subjects in 
experimental and control group differently and could have affected status on the 
outcome measure ." 
Mortality - "The differential loss or "dropping out" of persons from two or more groups 
being compared in an experiment. " 
Attrition - Number of subjects who did not compete the study 
Instrumentation - "Changes in the instruments (tests, judges, various measuring 
devices) with which persons participating in an experiment are observed may produce 
changes in the scores over time which are mistaken as treatment effects ." 
Testing - "The effects of taking a test on the outcomes of subsequent administration of 
the same or a highly related test." 
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Selection - "Subjects in the experimental and control group were selected on different 
bases in such a way that subjects in the two groups are not comparable on variables 
that may be causally related to outcome selection bias." 
Regression - "The inevitable tendency of persons who are selected because their 
scores are extreme on Measurement Time A to be less extreme than Measurement 
TimeB." 
Maturation - "Biological, physiological, or psychological processes within the 
respondents may vary systematically with the passage of time but not as the result of 
specific events external to the respondents." 
Overall Study Validity Rating 
(1 =Excellent, 2=Good, 3=Fair, 4=1nferior, 5=Unacceptable) 
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Appendix B 
Articles Used in the Meta-Analysis 
Studies Used in the Analysis 
#1 Tonkins, S. M. & Lambert, M. J. (1996). A treatment outcome study of 
bereavement groups for children. Child and Adolescent Social Work 
Journal, 13, 3-21. 
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#2 Constantino, R. E. & Bricker, P. L. (1996). Nursing postvention for spousal 
survivors of suicide. Issues in Mental Health Nursing, 17, 131-152. 
#3 Sikkema, K. J ., Kalichman, S. C., Kelly , J. A. & Koob, J . J. (1995). Group 
intervention to improve coping with AIDS-related bereavement: Model 
development and an illustrative clinical example. AIDS-Care, I(4), 463-
475. 
#4 Davis, J.M. , Hoshiko, Barbara, R., Jones, S. & Gosnell, D. (1992) . The effect 
of a support group on grieving individuals ' levels of perceived support and 
stress. Archives of Psychiatric Nursing, §(1 ), 35-39. 
#5 Walls, N., & Meyers, A. W . (1985). Outcome in group treatments for 
bereavement: Experimental results and recommendations for clinical 
practice . International Journal of Mental Health, j]_, 126-14 7. 
#6 Schut, H. A. W ., Keijser, J. & Bout, J., Stroebe, M. S. (1996) . Cross-modality 
group therapy: Description and assessment of a new program. Journal of 
Clincal Psychology, 52(3), 357-365. 
#8 Sabatini, L. (1989). Evaluating a treatment program for newly widowed 
people. Omega, _lit, 229-236. 
#9 Lieberman, M. A. & Yalom, I. (1992). Brief group psychotherapy for the 
spousally bereaved: A controlled study . International Journal of Group 
Psychotherapy, 42(1 ), 117-132. 
#10 Ray, R. W. (1983). Effect of teaching coping skills to widows in groups. 
Unpublished Doctoral dissertation, University of Arizona, Tucson. 
#11 Constantino, R. E. (1988). Comparison of two group interventions for the 
bereaved. Image, 20(2), 83-87 . 
#12 Michaels, F. (1977) . The effects of discussing grief, loss. death. and dying on 
depression levels in a geriatric outpatient therapy group . Unpublished 
Doctoral dissertation, Auburn University, AL. 
#13 Moran, M. R. (1988). A directed grieving paradigm for facilitating the mourning 
process and preventing abnormal grief response. Unpublished Doctoral 
dissertation, University of South Dakota, Vermillion. 
#15 Polinskey, T. G. (1990). The effects of a group counseling grief recovery 
program for clients experiencing bereavement. Unpublished Doctoral 
dissertation, University of Arkansas, Fayetteville. 
#16 Thomas, J. A. (1982). The effects of a life management skills program on 
depression and grief in widows. Unpublished Doctoral Dissertation, 
Michigan State University, East Lansing. 
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#17 Weidaw, C. J. (1988). The effect of attending a bereavement support seminar 
on the level of depression of bereaved spouses within the first year after 
the spouses' deaths: An experimental study. Unpublished Doctoral 
dissertation, Western Michigan University, Kalamazoo . 
#18 Ryan, S. M. (1982). Childhood bereavement: Psychological test findings of a 
post-death intervention program. Unpublished Doctoral dissertation , 
University of Arizona , Tucson . 
#19 Walker, W. The study of a grief support programme and its effects on the 
coping abilities of grieving clients . Unpublished Master's thesis, University 
of Calgary, Alberta, Canada . 
#20 Bonnie, E. R. (1989). Impact of death on latency age children: Formulation of 
a clinical intervention . Unpublished Doctoral dissertation, University of 
Minnesota, Minneapolis . 
#21 Constantino, R. E. (1979). Nursing care of widows in grief and mourning 
through bereavement crisis intervention. Unpublished Doctoral 
dissertation, University of Pittsburgh. 
#22 Cordsen, M. L. (1987). Changes in grief over time with a brief psychoanalytic 
group intervention. Unpublished Master's thesis, California State 
University, Long Beach. 
#23 Golden, C. S. ( 1984 ). The effect of a structured group training program upon 
the bereavement syndrome of volunteer widowed participants. 
Unpublished Doctoral dissertation, University of Miami. 
#24 Huss, S. N. (1997). The effect of peer bereavement support groups on the 
self-esteem , depression, and problem behavior of parentally bereaved 
children. Unpublished Doctoral dissertation, University of Toledo . 
#25 Housley, P. C. (1996). Effectiveness of grief support groups for children. 
Unpublished Doctoral dissertation, University of Northern Colorado, 
Greeley . 
#26 Zambelli, G. C. (1991 ). The assessment of therapeutic mechanisms of change 
in a child bereavement program. Unpublished Doctoral dissertation, Seton 
Hall University, South Orange, NJ. 
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#27 Eick, S. E. (1997). A bereavement support group for family hospice of Indiana 
county . Unpublished Doctoral dissertation, Indiana University of 
Pennsylvania, Indiana, PA. 
#28 Marmar , C.R., Horowitz, M. J., Weiss, D.S. , & Wilner, N. R. (1988). A 
controlled trial of brief psychotherapy and mutual-help group treatment of 
conjugal bereavement. American Journal of Psychiatry, 145, 203-209 . 
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Appendix C 
Instruments Used in the Meta-Analysis Studies 
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Table C-1 
Instruments Used in the Studies and the Number of Times They Were Used Across 
Studies 
Instruments 
Beck Depression Inventory 
Grief Experience Inventory 
Children's Depression Inventory 
Child Behavior Checklist - Parent Form 
Child Behavior Checklist - Teacher Form 
Depression Adjective Checklist 
Impact of Events Scale 
Piers Harris Self Concept Scale 
Social Adjustment Scale 
Symptom Checklist 90 - Revised 
Texas Revised Inventory of Grief 
Zung Self Rating Depression Scale 
Beck Hopelessness Scale 
Bradburn Affect Balance Scale 
Brief Symptom Inventory 
California Psychological Inventory 
Child Behavior Checklist - Child Form 
Death Anxiety Scale 
Death Concept 
Demoralization Scale 
General Health Questionnaire 
Grief Reaction Index 
Guilt Scale 
Home Situations Questionnaire 
Hopkins Symptom Checklist 
Used 
7 
4 
3 
3 
2 
2 
2 
2 
2 
2 
2 
2 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
(table continues) 
Instruments Used 
Irrational Beliefs Test 1 
Junior Manifest Anxiety Scale 1 
Life Satisfaction Index 1 
MMPl-2 Kincannon Short Form 1 
Multiple Affect Adjective Checklist 1 
Perceived Resource Questionnaire 1 
Perceived Stress Scale 1 
Personal Assessment Questionnaire 1 
Personal Assessment Inventory 1 
Personal Evaluation Scale 1 
Revised Social Adjustment Scale 1 
Rosenberg Self Esteem 1 
Social Anxiety and Distress Scale 1 
Social Provisions Scale 1 
State-Trait Anxiety Inventory 1 
Way of Coping Questionnaire 1 
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